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Abstract
The current study examined the effects of classist beliefs on trainee attitudes toward
their client based on perceived social-class status. This study sought to determine whether
classist attitudes contribute to meaningful differences in clinical decision making. A
sample of mental health trainees (n = 147) attending graduate-level programs in the U.S.
were recruited and randomly assigned to one of two clinical vignette conditions. Both
vignette conditions included identical data regarding a hypothetical client’s presenting
concerns (e.g., sleep disturbance, worry, rumination, loneliness), but differed on indicators
of client socioeconomic status (SES). Results showed statistically significant betweengroup differences on ratings of clinical judgement based on random assignment to vignette
condition. Participants who were randomized to the low SES vignette rated their client
more severely on scales of psychological, social, occupational well-being, life functioning,
and rated themselves as feeling less competent to successfully treat the client. Conversely,
participants who were randomized to the high SES vignette provided superior ratings on
the outcome variables and expressed a greater sense of competence to treat the client.
Implications, limitations, and future directions for research are discussed.
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Chapter One: Introduction & Literature Review
Section One: Introduction
A Brief History of Social Stratification
Class inequality is embedded in the history of the United States (U.S.) Social
stratification has been a focus of philosophical debate throughout history, with attempts
to establish theories of class differentiation and structure permeating across cultures and
historical contexts (Gilbert, 2018). In some cultural and historical contexts class systems
have been, and in some instances continue to be, acknowledged and openly maintained as
part of an accepted social hierarchy (Rothman, 2005). An extreme example of such open
maintenance of social class stratification was chattel slavery in the U.S., where the social
class system was divided into dichotomous groups of the free and the unfree. Slavery is
an extreme example that has been recognized historically as an aspect of many ancient
and modern societies (e.g., India, China, Egypt, and the U.S.) and remains an insidious
economic factor in present times (Rothman, 2005). For example, until the mid-20th
century the Hindu caste system organized people within a social hierarchy based on
hereditary grouping (Rothman, 2005). Thus, being born to parents in various tiers of the
social-class hierarchy relegated individuals to specific occupations, living conditions, and
restricted contact with individuals in other strata in the social-class hierarchy based on
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one’s inherited proximity to power and positionality within the caste system (Rothman,
2005).
Indeed, the U.S. has a history of extreme social stratification. The first 200 years
of U.S. economic and industrial growth was achieved with chattel slavery, with
generations of children born to African-descended individuals being the primary legal
source of economic development and capital (Smallwood, 2008). Since the official end
of slavery in the U.S., the residual impact of such extreme social stratification has
reverberated with sustained effects of inequity and disparity reaching across generations
of the descendants of American slavery (Rothman, 2005). The history of American
slavery reveals a troublesome social structure of White supremacy that continues
presently, in which numerous lasting effects of disadvantage from a past of free and
unfree social dichotomy maintains great purchase on the modern American social class
landscape (Acharya et al., 2016; Reece & O'Connell, 2016; Rothman, 2005). Yet, since
the end of slavery in the U.S., the prevailing discourse has increasingly included the
promise of a merit-based system of advancement and equity, often referred to as the
American Dream.
The American Dream
At the core of the American Dream is a prevailing cultural discourse in which it is
posited that anyone can gain access to abundant economic opportunities, education
opportunities, and become successful through their own industriousness, talents, and
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merits (McNamee, 2018; Rothman, 2005). The American Dream includes an emphasis on
individualism, directing attention toward the individual and away from systems of power
and prestige, and remains a promise that each person can guide their own fate
(McNamee, 2018; Rothman, 2005). Embedded in the American Dream is the assumption
that the distribution of rewards (e.g., wealth, access to resources, employment) is largely
equitable (Rothman, 2005). Ostensibly, the American Dream means that social class
status is determined by the individual’s chosen level of aspiration, hard work, and idea of
success (McNamee, 2018). Thus, the American Dream has effectively established a new
social class hierarchy based on merit and individual effort, with limited attention paid to
other factors that contribute to the success or failure of individuals and communities (e.g.,
inherited wealth, social capital, good fortune, and discrimination).
The American Dream has offered a new understanding of social class in the U.S.,
as fluid as well as deliberately chosen. A contemporary understanding of social class has
been defined in a number of ways, but generally includes grouping of individuals,
families, and communities occupying similar positions within the economic system of
production, distribution, and consumption of goods, as well as one’s occupation, wealth,
and prestige (Gilbert, 2018; Rothman, 2005). In the U.S. one’s occupation tends to be a
strong predictor as to which social class stratum one will belong (Rothman, 2005). The
notion of class consciousness posits that individuals within their respective social class
can identify with other proximal members through shared interests and values (Gilbert,
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2018). It is believed that this class consciousness is the precursor to within- and betweenclass conflict, including class-based discrimination (Gilbert, 2018).
Social Class Status in the U.S.
Social classes include degrees of ascribed status and prestige, typically embedded
within the strata of the U.S. social-class hierarchy (Gilbert, 2018). Sociologists have
described class status and prestige as a type of social-class esteem, in which it is possible
to view oneself as being above or below others based on their proximity to power in the
social-class hierarchy (Gilbert, 2018). In other words, proximity to prestige is embedded
within the tiers of the U.S. social class system and can be considered as a type of classbased respect or disrespect for individuals based on positionality. While an upper-class
distinction of greater prestige, or greater respect, may benefit and foster the esteem of
those in the higher strata of the social-class hierarchy, increased proximal distance away
from prestige amongst those in the middle- and lower-class strata is likely to cause injury
by such distinctions of status (Gilbert, 2018). In the U.S., class status or prestige can be
signaled in a number of ways including the type or clothing one wears to the workplace
(i.e., a fast-food uniform or a tailored suit indicate occupation prestige), the type of car
one drives (i.e., a used Ford or a new BMW), or the type of housing one inhabits (i.e.,
government subsidized housing or a large house that is privately owned; Gilbert, 2018).
Embedded with the American Dream, and the notion of meritocracy, is the desire to
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achieve such prestige and to be upwardly mobile (i.e., moving from lower-class strata to
upper-class strata; McNamee, 2018).
Social mobility has been defined as “the movement of individuals or families
from one level in the stratification system to another, either upward or downward”
(Rothman, 2005, p. 223). Social mobility has been studied in two general ways,
intergenerational (i.e., comparing changes in positionality of parents to children) and
intragenerational (i.e., tracking changes in status across an individual’s lifespan;
Rothman, 2005). The emphasis placed on individual merit by the American Dream would
suggest an equity of mobility, both upward and downward, but the observed trend in the
U.S. has been that individuals born to parents in the upper-class strata tend to experience
more upward mobility than individuals born to parents in the middle- and lower-class
strata (McNamee, 2018).
Putnam (2015) describes this phenomenon of upward-mobility inheritance as
resulting from parents bailing out their children when they fail by their own merits,
functioning as a safety net from sliding downward in the class hierarchy. Conversely,
children of the poor, the middle- and lower-classes, are not as likely to experience a
safety net when they encounter obstacles and setbacks in life and are more likely to
experience a slide in mobility downward with few protective resources (McNamee, 2018;
Putnam, 2015). In short, upward mobility has been observed to be less about individual
merit, and more associated with social capital and inherited resources. Undeniably, the
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stratification of the American class structure has been growing evermore imbalanced
since the early 20th century (Gilbert, 2018). After the end of World War II, an observed
gap between rich and poor citizens has been steadily expanding in the U.S. (Stone et al.,
2019). As a result, unequal distribution of wealth has continued across social strata,
resulting in damaging economic disparities across individuals, communities, and
generations (Stone et al., 2018).
Social Class Inequality
It has been observed that unequal distribution of wealth contributes to
disproportionate proximity to socioeconomic power and privilege, which impacts the
overall well-being of individuals and communities (DeCarlo Santiago et al.,2013; Draine,
2013). Furthermore, proximity to power may be conceptualized as access to, and control
over, resources that are disproportionately situated across characterizations of race and
social class in the U.S. (Pieterse et al., 2013). Indeed, studies have observed that social
hardships, physical ailments, and psychological distress are associated with one’s
perceived and actual positionality within contexts of poverty or wealth (Wagstaff, 2002).
A study using state-level income data, observed that states with the greatest disparity in
income also included the highest rates of poor-health status among children and adults, as
well as an overall reduction in life expectancy for those in the lowest income brackets
(Hill & Jorgenson, 2018; Lillard et al., 2015; Ross et al., 2000).
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Moreover, the disparity between the top and bottom of the social-class hierarchy
contributes to the development of beliefs and attitudes regarding one’s perceived social
positioning and potential for opportunity, as well as facilitating the onslaught of prejudice
and discrimination based on these perceptions of social class (DeCarlo Santiago et al.,
2013; Draine, 2013; Liu et al., 2004; Liu, 2011). These social-class related biases and
beliefs are embedded in the social-class hierarchy and can be used to justify one’s
perceived in-group positionality as well as denigrate the social-class status of outgroup
members (Colbow, et al., 2016; Liu, 2011). Such derogatory attitudes have been regarded
as forms of classism, and operationally defined as any behavior or attitude maintained or
expressed within and across class groups that marginalize outgroup members (Liu, 2011).
Responding to Growing Inequality
As the gap between the rich and poor continues to expand in the U.S.,
understanding the role that classist attitudes play in the training and clinical decision
making of counseling trainees and mental health professionals is an essential component
of training multiculturally-oriented and self-aware practitioners (Smith, 2008). Indeed,
the American Psychological Association (APA) recently established a taskforce to
provide guidelines for psychological practice with low-income and economically
marginalized (LIEM) individuals (American Psychological Association, 2018). The
APA’s proactive LIEM task force aims to provide guidelines for practitioners in response
to, and in anticipation of, the continued growth of income inequality in the U.S. One area
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in which the taskforce has noted a need for improvement is in the training of mental
health practitioners, so as to address an acknowledged lack of systemic attention to issues
of social class in training programs and in clinical settings (American Psychological
Association, 2019). Addressing this issue in training programs is essential to providing
services to clients, as differences in social-class status between the therapist and client
have been observed to impact the working alliance in psychotherapy with LIEM clients
(Thompson et al., 2012).
Additionally, class issues in psychotherapy have often been overlooked with
regards to pathologizing clients living in the context of poverty, accurately
conceptualizing clients from poor and economically distressed contexts, and providing
culturally responsive counseling services (Appio et al., 2013). Many studies have
explored the impact of implicit racial attitudes on healthcare outcomes in the U.S and
developed methods of measurement for predicting discrimination based on racial biases
(Gushue & Constantine, 2007; Hall et al., 2015; Oswald et al., 2013). In a review of the
literature on multicultural counseling and research, Smith (2008) highlighted the dearth in
attention to social class and classism in the field of counseling psychology. Various
authors from other psychological disciplines have illustrated the negative effects of
poverty on mental health, social capital, physical well-being, and emotional well-being
across the lifespan (Smith, 2008). Thus, research concerning the impact of social-class
biases on clinical decision making remains vital.
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Counseling psychologists have long espoused an emphasis on social justice and
multicultural awareness, yet attention toward classism and social class-related biases
have been under-researched (Smith, 2008). Understanding the way in which classist
attitudes may influence the process of psychotherapy as well as treatment outcomes
among mental health trainees working with clients living in the context of poverty
remains largely unexamined. The current study seeks to predict treatment disparities
based on class-based biases endorsed by mental health trainees.
Section Two: Literature Review
A Social Class Framework and Defining Classism
To better formulate conceptualizations of, and to develop appropriate
interventions for economically disadvantaged clients, counseling psychologists have
worked to create frameworks and theories regarding the subjective (intrapsychic) and
objective (interpersonal) indicators of economic privilege, social class, and classism (Liu
et al., 2004). In the U. S., constructs such as social class and socioeconomic status (SES)
are created and maintained through social discourse and cultural or academic systems
(e.g., economists, sociologists, psychologists) while also being subjectively experienced
by individuals (Liu, 2011). Thus, ascribing static definitions and measurement parameters
to terms like social class tends to be problematic, as it can trivialize the subjective value,
personal beliefs, and individually lived experiences within the context of one’s perceived
position to the social class hierarchy (Oakes & Rossi, 2003). As such, operational
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definitions of these terms are difficult to establish and possibly inappropriate across
academic disciplines, as well as within psychology (Liu, 2011; Smith et al., 2008).
Certainly, the process of reaching agreement on operational definitions for terms such as
social class and classism has proven difficult and tends to be couched within the
prevailing theories in which these concepts are described.
Two prevailing theories providing context for such terminology include the Social
Class Worldview Model-Revised (SCWM-R; Liu, 2004; 2011), and the Social Class and
Classism Consciousness model (SCCC; Liu, 2011). Lacking theoretical context, terms
like social class and classism have been open to interpretation. The SCWM-R posits that
individuals come to identify with and grow in awareness of the existence of a hierarchical
social-class structure, thus perceiving distinct social classes to which one may belong. In
other words, the SCWM-R assumes that individuals understand and can articulate the
role and impact of social class on their lives, and that individuals are conscious of how
they have been classified within the social-class hierarchy (Liu, 2011). Within this
perspective, classism, is operationally defined as attitudes and behaviors being
maintained or expressed within and across social-class in-groups that marginalize
outgroup members (Liu, 2011).
Classism is argued to be the cause of economic inequality, and the galvanizing
force behind the creation of the U.S.’s “caste-like social class groups”, (Liu, 2013, p. 28).
Social classes are the structural components of the economic system in the U.S., and
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classism is a function of discrimination and derogation interacting with a network of
other oppressions (e.g., racism, sexism, heterosexism; Liu et al., 2004). These class-based
structures are argued to serve as reinforcement to White patriarchal elitism, and are
enmeshed with with racism, sexism, and other forms of oppression (Liu et al., 204). It has
been asserted that classism contributes to intrapsychic pretrubances of classism-based
trauma and internalized class stigma (Liu, 2013; Russell, 1996). Internalized classism is
said to influence the way in which one sees themselves in relationship to others, and
impacts self-esteem and self-concept (Russell, 1996). The process of internalization
begins as individuals grow aware of, and identify with, their ascribed class status (e.g.,
working-class, poverty-class), growing to view one’s group as excluded or
disenfranchised, and ultimately resulting in feeling shame and cultivating an internalized
image of the self as wrong, bad, or unacceptable (Russell, 1996). Similarly, classismbased trauma is equated with racism- and sexism-based trauma or stress (Liu, 2013). As
with racism and sexism, classism includes prejudice and discrimination stemming from
innacurate media representations of one’s group, reinforced by unequal protection under
the law, direct experiences of institutional bias against one’s group, and exposure to a
dominant cultural norm of denigration of one’s group (Liu, 2013). Thus, classism
becomes a chronic exposure to an inescapable source of stress, in which the individual
has little political and individual power to change.
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In addition, the SCWM-R assumes that classist attitudes are utilized to achieve an
equilibrium of perspective, both rationalizing the positionality of one’s perceived status
while simultaneously denigrating the social status of outgroup members (Colbow et al.,
2016). The intended effect of maintaining this equilibrium is to achieve a sense of
normalcy within one’s perceived group (Colbow et al., 2016; Liu, 2011). The SCWM-R
is careful to parallel operational definitions of terms like social class, SES, and classism
alongside personal experiences of how these terms are qualified and enacted in the daily
lives of individuals (Liu, 2013). Still, the SCWM-R is not a model without areas for
improvement, as it also accounts for the existence of a phenomenon known as upward
classism (Liu, 2011). Upward classism outlines a phenomenon in which individuals
belonging to the upper-class and elite strata of the social-class hierarchy can experience
social-class related stigma and be marginalized by the behaviors and attitudes of
individuals within the context of the middle-and poverty-classes of the U.S. (Colbow et
al., 2016; Liu, 2011). Undoubtedly, class-based discrimination does exist and can be
observed as prejudice and intergroup biases at any level of the social-class hierarchy. The
notion of classism as an upward phenomenon has been challenged based on the claim that
oppression disadvantages individuals and communities with less or no power, while
simultaneously benefiting individuals with more power (Smith, 2008; Spanierman et al.,
2013). Thus, this writer takes the position that class-based prejudice and bigotry does
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occur, but by virtue of the oppressive nature of classism, it cannot be abstracted as a
system that benefits members of lower social-class groups.
Accordingly, classism is a form of systemic discrimination and prejudice that
exists in proximity to social and economic power. Classism, then, can be considered an
underlying ideology through which together the imbalance of equity and the equilibrium
of intergroup dynamics are maintained (Liu et al., 2004; Lott & Bullock, 2007).
Moreover, classism as an ideology has caused individuals, families, and communities
living in the context of poverty to incur more than the distress of internalized stigma but
has largely resulted in reduced access to and control over resources and sustaining basic
necessities (e.g., sustainable food security, access to healthcare and education, affordable
housing; Lott & Bullock, 2007). This perspective offers a clear vantage point of the
problem of endorsing meritocratic beliefs, thus trivializing the role of social class, SES,
and classism in the U.S. As classism tends to be a persistently minimized phenomenon,
recognition of how classism impacts individuals is imperative to understanding how these
forces culminate in mental distress. Moreover, the elusive nature of class and the
difficulty of immediately observing class in interpersonal interactions demands greater
awareness among clinicians to be more alert to classism-based trauma and internalized
classism. Unlike race and sex, social class is not as visibly apparent, and one’s subjective
social-class status is especially difficult to ascertain without attending to issues of class in
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psychotherapy. As such, self-awareness and evaluation of one’s endorsement and
maintenance of meritocratic beliefs is critical.
Meritocracy Beliefs
As outlined in the previous section, beliefs in meritocracy place emphasis on the
individual and de-emphasize systems that impact individuals. Psychology trainees
lacking awareness of their own socioeconomic privileges may overlook important socialclass related issues in their clients’ lives, and inappropriately place greater emphasis on
internal attributions as causation of their clients’ problems (Liu et al., 2007; Smith, 2008;
Thompson et al., 2014). Additionally, inadequate training concerning issues of social
class may unintentionally communicate to trainees that there is no meaningful
relationship between social-class status and mental health, or that class-related stress does
not negatively impact mental health, potentially contributing to the development of blind
spots related to social-class privilege (Liu et al., 2007). While meritocracy beliefs are
often explored in relationship to race and colorblind-racial attitudes, meritocracy beliefs
are also conceptually relevant in the maintenance of social-class biases and classism (Lott
& Bullock, 2007). Indeed, class and classism have been likened to the constructs of race
and racism (Liu, 2004), where racism is defined as the maintenance of a system that
advantages Whites while disadvantaging Black, Indigenous, and People of Color
(BIPOC), classism is regarded as a system that maintains power embedded within one’s
social class while denigrating others perceived as being of lower-class (Liu, 2011). In the
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same way that subtle racist attitudes can negatively impact the targets of covert racism,
the impact and role of subtle classist attitudes must also be considered in the process of
understanding modern class-based discrimination. It has been suggested that classist
behaviors and policies are often motivated by more subtle, covert attitudes rather than
explicit, overt beliefs about people from lower social class groups (Bullock, 2004).
Researchers have successfully illustrated ways in which race and class are linked,
highlighting results showing that BIPOC individuals and families experience some of the
highest rates of poverty, and are disproportionately represented in the lowest SES in the
U.S. (DeCarlo Santiago, 2013; Macartney et al., 2013). Research has argued that the
distribution of wealth within the U.S. seems to be structured in a way that keeps BIPOC
individuals and families fixed within the context of poverty (DeCarlo Santiago, 2013;
Macartney et al., 2013). Historically, poverty in the U.S. has been viewed as a problem
sustained by individuals, as opposed to being a consequence of extreme wealth and
systemic factors (Bullock & Lott, 2001). Meritocratic, or individualistic, attributions for
income inequality place responsibility of proximity to wealth or poverty on the individual
(i.e., If one works hard enough, is resourceful, and disciplined they may become as
upwardly mobile as they desire), whereas structural explanations have attributed the
cause of social-class inequality to social and economic structures (i.e., Systemic obstacles
and oppressive forces actively prevent individuals from achieving economic security or
success, regardless of personal attributes; Bullock et al., 2003). In the U.S., the belief in
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meritocracy and an emphasis on individual attributions to SES remains the prevailing
discourse, minimizing the role of classist beliefs and systemic barriers to economic equity
(Ledgerwood et al., 2011; McNamee, 2018). Additionally, it has been posited that beliefs
in meritocracy are associated with attitudes of economic fatalism (Lott & Bullock, 2007).
Economic Fatalism
Economic fatalism conceptually characterizes beliefs that social class inequality is
natural and inevitable, and greater income equality is not a worthy or realistic endeavor
(Kluegel & Smith, 1986; Bullock et al., 2003; Lott & Bullock, 2007). Such fatalistic
beliefs speculate that poverty is unavoidable, and that living in the context of poverty is
largely due to being born into unfortunate circumstances, experiencing physical or mental
illnesses, or being helpless among other innate attributes of those living in the context of
poverty (Bullock et al., 2003). Analysis of survey responses from Kluegel and Smith
(1986) highlighted a shared set of beliefs among most respondents that income inequality
is beneficial to the American economy, believing that inequality compels individuals to
work harder and to rely more on their innate talents and abilities. Moreover, respondents
were quoted as saying, “It’s human nature to want more than others have” and “incomes
should not be more equal because the rich invest in the economy, creating jobs and
benefits for all” (Kluegel & Smith, 1986, p. 106). Conversely, these same fatalistic
attitudes suggest that those who are economically privileged and of higher SES possess
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internal personal attributes that align with the meritocracy narrative (e.g., talented, driven,
adherent to a protestant work ethic; Bullock et al., 2003).
Beliefs that poverty is inevitable, and that income inequality is of benefit have
been reported as related to media depictions of the poor and social attitudes against
redistributive policies (Bullock et al., 2001; Limbert & Bullock, 2009). After conducting
a content analysis of 412 newspaper articles and other forms of media depicting the poor,
focusing on issues of poverty and welfare reform, it was observed that race/ethnic
identity played a large role in how poverty was depicted (Bullock et al., 2001). The
results of the analysis revealed racial biases in the depiction of the poor, including that
reinforcement of the normative assumption the White people are unmarked when being
interviewed for stories, while BIPOC individuals were identified with racial/ethnic
specific markers (e.g., African American, Hispanic/Latino, Palestinian) and were more
frequently included in the discussion of severe issues such as chronic poverty (Bullock et
al., 2001). In other words, the articles tended to only identify the race/ethnicity of the
interviewee when they were a person of color, thus overrepresenting racial/ethnic
minorities in the reporting of issues concerning poverty and welfare reform. Given the
relationship that exists in the U.S. between race/ethnicity and poverty, it is reasonable to
consider that much of the fatalistic beliefs endorsed overlap with discrimination based on
race/ethnicity as well as social class, keeping certain racial/ethnic demographics from
becoming upwardly mobile within the social-class hierarchy.
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Social Welfare Bias
Social welfare programs have long been in place in the U.S. to help individuals
and families from sinking deeper into poverty, and to offer some opportunities for
childcare, healthcare, and employment (Gilbert, 2018). Still, for as long as social welfare
policies have been in place, prevailing attitudes of those who receive benefits have been
negative and derogatory (Gilbert, 2018). Even political candidates for the presidency
have garnered votes by running on platforms that included negative portrayals of welfare
recipients as “welfare queens” (Gilbert, 2018, p. 231), and by making promises to end
welfare all together (Gilbert, 2018). Similarly, social welfare programs are often depicted
as fostering chronic dependence and rewarding poor judgement and moral weakness
(Hansen et al., 2014). Undoubtedly, a bias against social welfare policies seems to be
firmly fixed in the American economic landscape.
A 2014 study funded by the National Institute of Health found a growing number
of people from impoverished neighborhoods seeking welfare services through
medicalized means by identifying as disabled, mentally unwell, or through another form
of pathology (Hansen et al., 2014). Researchers described this trend as a survival strategy
in a new era of public welfare, one in which individuals must identify as mentally ill or
physically disabled to fulfill the roles of their families and communities, and to maintain
personal survival (Hansen et al., 2014). Thus, a new stereotype of welfare benefits being
for the injured, ill, and unstable but not for the poor emerged, producing a stigma for

18

many recipients that they are unworthy of the benefits they receive (Hansen et al., 2014).
This growing trend contributes to a new stereotype of social welfare recipients as being
pathological in some respect, adding an additional layer of injury to those trying to
survive poverty.
SES and Mental Health
SES has been commonly associated with the onset and severity of several mental
health concerns (Appio et al., 2013; Draine, 2013; Falconnier, 2009; Goodman et al.,
2012). Living in the context of poverty is often characterized by exposure to chronic
stress, inadequate housing, lack of food security, scarce and inconsistent employment,
higher rates of traumatic experiences, increased risk of substance use, poor healthcare,
and lack of access to well-resourced education opportunities (Appio et al., 2013; Draine,
2013). Routine exposure to environmental stress and internalized stigma have both been
linked to increased emotional distress, somatization, anxiety, depression, and other forms
of mental distress (Appio et al., 2013; Goodman et al., 2012). It has also been reported
that individuals experiencing economic hardship and employment insecurity, are at
increased risk of completing suicide (Fountoulakis, 2017). Until recently, the role of
environmental stressors and social distress have been largely minimized in favor of
offering mental illness and pathology as explanations for etiology of symptoms amongst
clients from low-income and economically marginalized contexts (Draine, 2013).
Moreover, those living in poor communities are less likely than individuals from more
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affluent communities to utilize mental health services (Nadeem et al., 2008). As income
inequality grows and the prevalence of poverty increases in the U.S., mental health and
healthcare professionals must aim to develop better training and understanding around
the experiences of individuals living in the context of poverty.
In a 2003 meta-analysis containing 60 peer-reviewed articles, Lorant et al (2003)
explored the prevalence, incidence, and persistence of major depression in populationbased studies, and established that low-SES is associated with the onset and severity of
depression. Additionally, low-SES was generally associated with physical disabilities and
reduced access to healthcare services (Lorant et al., 2003). The results of the metaanalysis favored an explanation of causation (e.g., low-SES causes increased risk and
prevalence of major depression) rather than a selection explanation (e.g., depression
causes low-SES; Lorant et al., 2003). Expanding on research investigating the impact of
one’s subjective social status (i.e., perceived SES) on mental health, Talavera et al.,
(2017) observed an interaction between rumination and one’s subjective social status.
Utilizing data from a sample of economically disadvantaged Latinx individuals (n = 276)
seeking care from a community-based primary care center, the interaction effect was
significantly associated with depression, mood and anxiety disorders, and other anxious
arousal symptoms (Talavera et al., 2017). Certainly, such evidence highlights the urgency
in training counselors and mental health trainees to better understand how social
determinants play a role in one’s mental health, to formulate accurate conceptualizations
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and intervene in a manner that is effective. Nevertheless, mental health professionals do
indeed differ in their efficacy when working with clients who do not share the same
racial/ethnic, gender, and economic identities.
SES and Psychotherapy
It has been observed that while economically disadvantaged individuals, families,
and communities are at high risk of developing persistent and severe mental health and
substance use issues, low-income children and adults are among those least likely to
attend therapy or receive mental health interventions (Appio et al., 2013; DeCarlo et al.,
2012; Goodman et al., 2012; Smith, 2008). This disparity is only exacerbated given the
current trend of expansive income inequality in the U.S., as it is reasonable to anticipate a
rise in the number of low-income individuals who may need mental health services but
are unable to access them. Still, more must be done to address systemic barriers to
treatment (e.g., cost and lack of insurance, managing competing obligations, spending
more time traveling, and traveling longer distance to attend appointments) and to improve
training of mental health counselors to better understand the disparities in perceptions of
care and outcome among low-income individuals (Goodman et al., 2012).
Further evidence illuminating the concerning relationship between SES and
mental health was established using data from the Treatment of Depression Collaborative
Research Program (TDCRP) of the National Institute of Mental Health (NIMH;
Falconnier, 2009). Using hierarchical linear modeling, the TDCRP-NIMH study revealed
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that working-class clients did not experience the same benefits from treatment when
compared to middle-class clients (Falconnier, 2009). Moreover, the results also indicate
that regardless of intervention type, such as Cognitive-Behavior Therapy (CBT),
Interpersonal Therapy (IPT), or Pharmacotherapy, low-SES clients did worse in treatment
when compared to middle-class counterparts (Falconnier, 2009). Such evidence seems to
highlight a disparate relationship to psychotherapy for low-income individuals in
comparison to middle-and upper-class individuals. In other words, the effectiveness of
common evidence-based forms of psychotherapy and mental health treatment may be less
beneficial for the economically disadvantaged.
It has been established that therapists themselves are a source of variability in
therapy outcomes for the clients whom they treat (Baldwin & Imel, 2013; Kim et al.,
2006). Indeed, psychotherapy researchers have established that therapists’ characteristics
explained significant variance in treatment outcomes (Baldwin & Imel, 2013). In addition
to treatment outcome disparities due to the general effectiveness of therapists, disparities
in rates of change and treatment outcomes among BIPOC clients when compared to their
White counterparts have also been observed (DeCarlo Santiago & Miranda, 2014;
Drinane et al., 2016; Hayes et al., 2016; Hayes et al., 2015; Imel et al., 2011; Lockard et
al., 2013). Using multi-level modeling, recent research has also indicated that in addition
to therapist effects, social-determinants beyond the therapist-client relationship (i.e., the
socioeconomic context in which the client lives and receives treatment) plays a role in
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outcome disparities (Firth et al., 2019). With such data in mind, it seems imperative to
incorporate and emphasize environmental and social determinants related to the context
of poverty into the training and supervision of mental health counselors.
Additionally, current research suggests that when working with culturally diverse
clients, therapists’ cultural awareness, cultural humility, and cultural comfort has an
effect on treatment outcomes (Davis et al., 2018; Hook et al., 2013; Owen et al., 2017).
Attempts to quantify the degree to which therapists feel comfortable working with clients
who are culturally different from them (and vice-versa) are also growing in number
(Owen et al., 2016; Perez-Rojas et al., 2019; Slone & Owen, 2015). Using a grounded
theory approach, Thompson et al., (2012) aimed to create a model of psychotherapy with
low-income clients. An emergent theme among the 16 participants included client-based
assumptions that their therapist’s social-class status was higher than their own, a
commonly reported perception stemming from therapist self-disclosure about their
upbringing and current family life (Thompson et al., 2012). Moreover, clients reported
feeling disconnected from their therapist due to material markers in the relationship,
including how the therapist appeared (e.g., professional attire, attention to hygiene,
fitness, and jewelry), as well as the décor in the room in which therapy took place (e.g.,
vacation photos, golf clubs, and artwork; Thompson et al., 2012). While none of these
factors are explicitly related to the process of psychotherapy, such displays of social-class
privilege hindered the development of the working alliance and resulted in the therapists
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being perceived as condescending and lacking awareness (Thompson et al., 2012).
Undeniably, there is a need for increased attention to SES and therapist awareness of
social-class based privilege and biases within the therapist-client relationship.
The Impact of Class Bias on Service Delivery
In a review of the literature, Lavell (2014) identified a common thread of weaker
therapeutic bonds and poorly rated working alliances for clients identifying as workingclass. Specifically, therapists’ lack of social-class awareness contributed to clients feeling
misunderstood, and as though their therapist did not appreciate the specific needs and
obstacles that brought them to therapy (Lavell, 2014). Undoubtedly, the counseling
alliance is of critical importance in effective psychotherapy (Hubble et al., 2010), and
unless therapists are both clinically and culturally aware of their clients’ needs,
counseling is rendered less effective. Such cultural indifference to social-class issues is
argued to be a form of classism manifesting in the therapeutic relationship (Lavell, 2014).
An additional way in which it has been argued that classism manifests in the process of
psychotherapy due to cultural insensitivity, occurs in the form of rigid adherence to
individual-focused theoretical orientations such as CBT (Aronson, 2006; Hagan &
Donnison, 1999). Using case examples taken from practice, and juxtaposing CBT with
orientations that include a greater focus on social-power dynamics, it was recommended
that strict adherence to CBT when working with economically disadvantaged clients
experiencing environmental and class-based adversity may not be appropriate, as it places
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too much emphasis on individual attributions for client issues (Haggan & Donnison,
1999).
Such cultural insensitivity likely contributes to clients feeling as if their therapist
cannot understand their situations and life experiences, which may contribute to clients
developing a negative impression of psychotherapy entirely (Hagan & Donnison, 1999;
Lavell, 2014; Smith, 2005). Nevertheless, demands within the field of counseling
psychology for increased and improved opportunities to experience psychotherapy for
poor clients have often been met with resistance by practicing therapists (Smith, 2005). It
is posited that the importance of reaching poor and working-class clients is recognized by
the majority of practicing clinicians, yet the absence of poor and working-class clients on
their caseloads is due to unexamined and unconscious class biases and classism (Smith,
2005). Thus, it is important to be aware of unexamined biases, and classist attitudes
amongst care providers and trainees.
Past research has sought to understand the way in which implicit racial and socialclass biases of the care provider impacted clinical decision making (Haider et al., 2011).
Utilizing a sample of 202 medical students responding to clinically-based vignettes,
results indicated that 69% of students responded in a way that indicated a preference for
White clients, with 86% of the sample responding in a manner that indicated a preference
for upper-class clients (Haider et al., 2011). The nature of this study was to reveal
unconscious biases that would likely remain unnoticed, yet the implications of such
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biases are sure to have an impact on the trainees decision-making process. Additionally,
bias in clinical decision making is not a phenomenon that is relegated to trainees and
neophyte practitioners but established clinicians have reported making decisions based on
stereotypes that likely contribute to disparities in treatment outcome (Dovidio & Fiske,
2012).
Finally, Thompson et al., (2014) used case-vignettes to detect attribution biases
(i.e., the degree to which therapists attribute the client to be the cause of their problems,
or bear responsibility to solve their own problems) among therapists working with a
hypothetical client in which social class cues were present (e.g., occupation and concern
over finances). Analyzing responses from 208 licensed mental health professionals
indicated that while participants could successfully detect the social-class indicators,
there were no significant findings detected concerning attribution biases, or rating of the
hypothetical client’s global functioning (Thompson et al., 2014). While these results are
encouraging, similar studies are scarce. Few studies have investigated the way in which
mental health trainees respond to social class cues from their clients. Moreover, there is
limited literature concerning how client SES may result in the activation of class-based
biases in treating clients in the context of poverty.
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The Present Study
Income inequality and the number of individuals living in poverty in the U.S. is
accelerating (Gilbert, 2018; McNamee, 2018). Indifference to social-class identity in the
delivery of mental health services may be due in part to beliefs in meritocracy,
unexamined fatalistic attitudes, biases against social welfare, and biases favoring upward
mobility as a major criterion for personal success. Moreover, trainees and mental health
professionals may lack an awareness of their class privilege when working with
economically disadvantaged clients (Liu et al., 2007). Indeed, the measurement of social
class biases is a relatively overlooked area in the field of psychology.
Despite growing momentum within counseling psychology to address issues of
social justice, there is comparatively limited research and conceptual emphasis placed on
social class and classism in the training of counseling psychologists and other
professional disciplines. Therefore, the present study aims to advance social justice
advocacy in the field of counseling psychology by addressing this gap in the research and
exploring the way in which subtle modern class-based biases influence the process of
treatment and clinical decision making among counseling and psychology trainees.
Specifically, the present study intends to expand on research investigating the way in
which trainee perceptions of a client’s social class status may impact differences in
clinical decision-making, thus potentially contributing to disparities in treatment. The
ability to identify class-based biases and their influence on the course of treatment will
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help inform training programs of issues of classism that may arise in the therapeutic
process. Additionally, the present study aims to provide insight into the prevalence of
class-based biases amongst counseling trainees.
This study draws upon foundational assumptions outlined by Liu et al., 2003;
2011: (a) a hierarchy of social classes exists in the U.S.; (b) social class discrimination
exists in the form of classism, and (c) the perpetuation of classist attitudes contributes
directly and indirectly to social inequality. Of primary concern in the current study, is
how class-based biases may directly or indirectly impact the process of psychotherapy.
Additionally, this study draws on the literature that illustrates how therapist differences,
primarily cultural awareness and multicultural orientation, contribute to variance in client
treatment outcomes (Davis et al., 2018; Kim et al., 2006; Owen, 2013). Using clinical
vignettes to ascertain data on the process of clinical decision making between two client
conditions in which social-class indicators are apparent, the present study aims to observe
potential classism and class-based biases within the therapist-client relationship.
Study Aims & Hypotheses
Specific aims and corresponding hypotheses of this study are as follows: Aim 1:
To determine the effects of classist beliefs on clinician attitudes toward the client, based
on perceived social-class status. Hypothesis 1: The presence of a statistically significant
negative relationship will be detected between endorsed classist beliefs, and attitudes
toward clients perceived to be of lower SES (e.g., more severe symptoms ratings, belief
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in client ability to benefit from therapy). Aim 2: To determine whether classist attitudes
contribute to meaningful differences in clinical decision making. Hypothesis 2: The
presence of a statistically significant positive relationship will be detected between
endorsed classist attitudes and severity in ratings on subsequent measures. Hypothesis 3:
The association between vignette condition and clinical decision making will vary based
on classist attitudes. Specifically, higher classist attitudes will strengthen the association
between vignette condition and clinical decision making.
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Chapter Two: Method
Participants and procedure
The study procedures were approved by the University of Denver’s institutional
review board. The study sample consisted of graduate-level mental health trainees from
programs within the U.S. The trainee population is of increased interest due to the
proclaimed emphasis on training and research as outlined in the updated multicultural
guidelines of the APA, and guidelines for psychological practice for people with LowIncome and Economic Marginalization (LIEM; American Psychological Association,
2018; 2019). The APA multicultural guidelines are of importance to psychologists and
practitioners working as researchers and as practitioners, and the most recent guidelines
emphasize the importance of social and physical environmental determinants when
working with clients (American Psychological Association, 2018). Similarly, this
population is of interest in relation to the American Counseling Association’s
Multicultural and Social Justice Counseling Competencies outline the need for trainees
and practitioners to be aware of attitudes and beliefs related to privilege (American
Counseling Association, 2015). Thus, including participants from graduate-level training
programs allows for specific recommendations to be made concerning how to tailor
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multiculturally-oriented curriculum to include awareness of the impact of class-based
biases on service provision.
Participants in the current sample were recruited from the target population via
professional and academic email listservs, emailing recruitment requests to training
directors/department chairs of APA and Master-level accredited programs, and
dissemination of survey links in classroom settings. Upon receipt of the recruitment
email, participants were asked to participate in a study focused on “exploring trainee
clinical decision making in therapy.” The description of the study was intentionally
vague, so as to reduce potential for socially-desirable response patterns and included the
incentive for the chance to win an Amazon gift card in exchange for their participation.
Participants were able to opt into the study by agreeing to the informed consent page at
the beginning of the survey. On the informed consent page, participants were given the
choice to select a) “Agree and Continue”, or b) “Disagree and Leave Page.” If the
participant selected option A, it was considered consent to participate in the study.
Participants chose option B or closed the window if they did not consent to participate
and were redirected to an exit page. Data collection utilized Qualtrics survey platform.
Next, participants were then asked to complete a brief demographic questionnaire
(See Appendix B), followed by the Legitimizing Income Inequality Scale (LIIS; Coleman
et al., In Press). The LIIS scores are hypothesized to be predictors of how participants
would respond to the clinical vignettes as well as subsequent measures in the present
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study. Next, the participants were randomly assigned to one-of-two vignette conditions in
which a client (condition one included indicators of high-SES, and condition two
included indicators of low-SES) presents with symptoms associated with mild
depression. The vignettes were constructed by this author and reviewed by external
content experts who have published extensively on the topics of classism, class-bias, and
SES in the provision of mental health services. In addition, the vignettes were discussed
in two research labs composed of graduate-level trainees and faculty. These lab
discussions served as ad hoc focus groups to further construct and refine the vignettes in
this study (See Appendix D).
In response to the vignettes, participants were then asked to provide ratings on a
scale from 1-100 on domains of psychological, social, occupational well-being, as well as
life functioning and report their degree of competence to treat the client (See Appendix
E). Next, participants completed the Therapist Personal Reaction Questionnaire (TPRQ;
Tryon, 1989; See Appendix F) to assess how attractive of a client they perceive the
vignette as portraying. Participants then completed a Cause and Solution Scale (CSS) to
indicate the degree to which they find the vignette client to be responsible for causing and
solving her own problems (Karuza et al., 1990). Finally, participants completed a
measure of subjective social class status (Adler et al., 2000). Participant demographic
information is presented in Table 1.
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Table 1: Participant Descriptive Data
Total (N = 147)

Age:
Agender:
Gender
Queer/Fluid:

Condition 1 (N =
73)
21-65 (𝑥𝑥̅ = 30.5, σ 22-65 (𝑥𝑥̅ = 37.5, σ
= 10.23)
= 13.75)
1%
-

Condition 2 (N
=74)
21-55 (𝑥𝑥̅ = 31.5, σ
= 9.95)
1%

1%

-

1%

Man:

14%

10%

19%

Woman:
African
American/Black:
American
Indian/FirstNation:

84%

90%

78%

9%

14%

4%

1%

-

1%

Asian:

4%

1%

7%

Latinx:

10%

11%

8%

White/Caucasian:

69%

69%

70%

Multiracial:

8%

6%

10%

2-9, (𝑥𝑥̅ = 6.5, σ =
1.63)

2-9, (𝑥𝑥̅ = 6.3, σ =
1.48)

2-9, (𝑥𝑥̅ = 5.7, σ =
1.76)

MA/MS:

68%

69%

68%

PhD:

20%

19%

22%

PsyD:

10%

10%

10%

Other:

2%

3%

1%

Program Year 1

44%

43%

46%

Program Year 2

34%

37%

31%

Program Year 3

10%

11%

8%

Program Year 4

4%

3%

5%

Program Year 5

5%

4%

7%

Subjective Social
Class Status (110):
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Program Year 6
Number of
Practicum Hours

3%
0-5,000 (𝑥𝑥̅ =
373.49, σ =
702.41)

3%
0-3,500 (𝑥𝑥̅ =
312.36, σ =
538.84)

Note: Condition 1 = High SES client, Condition 2 = Low SES client

3%
0-5,000 (𝑥𝑥̅ =
433.49, σ =
832.44)

Measures
Legitimizing Income Inequality Scale (LIIS; Coleman et al., In Press; See
Appendix C) is a 15-item scale consisting of three subfactors. In initial testing the three
factors demonstrated good scale score reliability and included thematic dimensions of
Social Welfare Bias (α = .90, ω = .92), Economic Fatalism (α = .82, ω = .87), and
Economic Meritocracy Beliefs (α = .83, ω = .90). The full-scale score reliability was .90,
ω = .95. Significant bivariate correlation coefficients were found between all subscales,
as well as between all subscales and the full scale (p < .01). The LIIS supports a bifactor
model, offering a strong and parsimonious fit to the data, Χ2 (75) = 112.25, p = .003, CFI
= .982, RMSEA = .041, 90% CI [.024, .057], SRMR = .032, BIC = 13,408.39. The LIIS
uses a 6-point Likert scale ranging from 1 (strongly disagree) to 6 (strongly agree) in
response to questions measuring beliefs relative to the specific subfactors (e.g., “I believe
that the American Dream gives everyone an equal opportunity”, “In our economy, in
order for there to be winners, there have to be losers.”, and “Social welfare programs tend
to be abused.” Higher scores on the measure are indicative of stronger attitudes
legitimizing income inequality. The LIIS is intended for use in this study to assess latent
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classist attitudes and beliefs about income inequality and may be reported using full-scale
scores (Coleman et al., In Press) In the current study LIIS full-scale reliability was
observed to be α = .84.
Well-being, Functioning, and Competence Scale (See Appendix E) includes
five items created by this author specifically for this study. These items require the
participants to provide ratings of client life functioning, psychological, social, and
occupational well-being based on the information they were provided in the vignette
condition to which they were randomized. In addition, participants were asked to rate
how competent they felt treating the client based on the vignette they received.
Participants were required to move a sliding scale to reflect the ratings in response to the
question provided. Higher scores indicate greater ratings of well-being, life functioning,
and increased therapist competence to treat the presented client. As these items were
constructed for use in the present study, no existing validity data may be reported.
However, taken together, these five items were observed to be reliable in the present
study (α = .80).
Therapist Personal Reaction Questionnaire (TPRQ; Davis et al., 1977; Tryon,
1989; Appendix F), is a 15-item measure with the intended use of assessing the
participant’s attitudes toward the client depicted in the vignette. TPRQ items were
established using cluster analyses, resulting in a two cluster solution capturing
counselor’s feelings toward the client (seven items), and counselor’s feelings about what
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took place in the session (eight items; Tryon, 1989). The TPRQ has demonstrated
acceptable internal consistency ratings ranging from α = .75 - .80 (Davis, et al., 1977;
Thompson et al., 2014; Tryon et al., 1989). The TPRQ score is a composite of responses
to nine positively worded items and six negatively worded items, with higher composite
scores indicating greater overall attraction to work with the presented client (Tryon,
1989). Higher TPRQ scores have been positively correlated with clients remaining in
therapy for longer durations (Tryon, 1989). The TPRQ is considered to be a worthy
measure in assessing therapists’ attitudes toward their client during the process of therapy
(Tryon, 1989). Items are rated using a 5-point Likert scale, ranging from 1 (not
characteristic of my present feelings) to 5 (highly characteristic of my present feelings).
Sample items include, “I am more confident that this client will work out his or her
problems than I’ve been with others.”, and “I would have liked to have been able to feel
more warmth toward this client than I did.” The TPRQ was modified for use in the
present study to assess trainee feelings toward the client, and trainee feelings about
working with the client presented in the clinical vignette. Full-scale reliability of the
TPRQ in the current sample was observed as α = .75 (cluster 1 α = .66, and cluster 2 α =
.74).
Cause and Solution Scale (CSS; Karuza et al., 1990; See Appendix G), is a sixitem, two-factor measure of cause and solution, which has been shown to be internally
reliable and consistent (subscale 1 α = .80, subscale 2 α = .70; Karuza et al., 1990). Item
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responses are captured using a 7-point Likert scale, ranging from 1 (not at all) to 7 (very
much). The original CSS was developed based on previously established models of
helping and coping (Brickman et al., 1982), to assess attribution and coping styles of
individuals from different age cohorts, based on the self-reported perceptions of the cause
and solution of their problems (Karuza et al., 1990). Half of the items on the CSS capture
ratings on the responsibility-for-cause subscale, in which participants rate the perceived
internal/external cause of their issues (i.e. How personally responsible they are for
causing their problems), and the other items correspond with a responsibility-for-solution
subscale in which participants indicate their client’s responsibility to solve their own
issues (i.e., How personally responsible they are for solving their problems). While the
original CSS is a self-report measure of perceived responsibility-for-cause and perceived
responsibility-for-solution (Karuza et al., 1990), it was adapted in this study to assess the
extent to which participants perceive the client’s responsibility-for-cause, as well as
client’s responsibility-for-solution. In the current study, the CSS full-scale was α = .83
(responsibility-for-cause subscale α = .85, and responsibility-for-solution subscale α =
.79).
The MacArthur Scale of Subjective Social Class Status (Adler et al., 2000; See
Appendix H) assesses participants’ perceptions of their social status relative to others
nationally. Participants viewed the image of a ladder and were asked to rate themselves
relative to those who are “best off” and “worst off” in terms of education, income, and
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occupation. Responses are recorded from 1 (worst off) to 10 (best off) with higher scores
indicating higher levels of subjective social status. Criterion validity evidence for the
MacArthur Scale has been provided through correlations in the expected direction with
depression and physical health (Adler et al., 2000).
Power Analysis
A priori power analyses were conducted using GPOWER computer-based
software, including effect-size parameter estimations based on Cohen’s estimation of
effect size, as well as effect-size estimation for detecting mediated effects (Cohen, 1992;
Erdfelder et al., 1996; Fritz & MacKinnon, 2006). GPOWER is considered to be a highly
precise and comprehensive means of estimating a required sample size, based on planned
analytical procedures and desired effect size (Erdfelder et al., 1996). An a priori power
analysis for a MANOVA recommended a minimum sample size of 74 to achieve
statistical power of .8, and to adequately detect a main effect between groups with a
medium sized effect (f2 = .25) at an alpha of 99% probability (α = .01; Cohen, 1992;
Erdfelder et al., 1996). However, to account for the sample size needed to detect a smallto-medium mediation effect (f2 = .26) along both pathways of a bias-corrected bootstrap
procedure, a total sample size of 148 (n = 148) is recommended to achieve .8 power
(Fritz & MacKinnon, 2006).
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Chapter Three: Results
Data Analysis
Following the completion of the collection process data was screened to ensure
validity of responses, identify outliers, test assumptions, and establish that using
MANOVA/MANCOVA analyses is appropriate. The full dataset included responses
from 178 graduate-level trainees. The data were first screened for participants who did
not respond accurately to the attention check items included in the survey, with 13
participants being excluded for failing validity checks. Next, 18 participants were
excluded due to stopping the survey after being assigned to a vignette condition.
Subsequent missing data analyses indicated no missing data on pertinent outcome
variables, with less than 2% missing data observed on descriptive variables relative to the
participant demographic data. As such, there was no need to address missing data to
proceed with analyses. Analyses focused on participants with complete data on all
predictor and outcome measures (n =147).
Participants were randomly assigned to one of two vignette conditions (condition
one: High SES n = 73; condition two: Low SES n = 74). Group equivalence was assessed
by conducting ANOVA procedures comparing demographic variables between groups.
The groups were observed to be equivalent across all but one variable, gender
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identification [F(1, 11.07) = 4.59, p = .034]. All multivariate assumptions were tested and
met. Multivariate normality was tested and satisfied by examining response distributions
within a scatterplot matrix. Box’s test of equality of covariance matrices was nonsignificant (p = .033), satisfying the assumption that population covariance matrices are
equal (Pituch & Stevens, 2016). Homogeneity of variance/covariance was satisfied with
Levene’s test of equality of error variance indicating non-significance (p = >.05) on all
dependent variables. Homogeneity of regression was assessed and satisfied by testing the
interaction between covariate (LIIS scores) and pertinent independent variables (p =
.062). Examination of multivariate outliers was completed using the Mahalanobis
distance test to determine the extent to which potential outliers differed from the centroid
of other cases on relevant variables (Pituch & Stevens, 2016; Tabachnick & Fidell, 2013).
No multivariate outliers were detected at the p <.001 level of significance.
Collected data were initially analyzed using correlation analysis to determine
whether demographic variables were correlated with predictors and outcome variables
(See Table 2). Subsequent MANOVA procedure was used to detect significant
differences between groups (See Table 3). The benefit of using MANOVA as opposed to
multiple ANOVA procedures is to protect against the inflation of Type I error risks, and
in many cases MANOVA procedures are more powerful than separate ANOVAs (Pituch
& Stevens, 2016). Next, a MANCOVA was conducted to test for mean differences on the
dependent variables based on random assignment to vignette condition (upper vs. lower
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social class client) while controlling for potentially confounding covariates. Moderation
analyses were conducted using the PROCESS macro (Version 3.5; Hayes, 2018) for
SPSS-27 to examine whether LIIS scores altered the strength or direction of the
association between vignette condition and dependent variables. Bias-corrected
bootstrapping procedures were used in moderation analyses to identify the presence of
confidence intervals that did not include zero and were therefore statistically significant
(Fritz & MacKinnon, 2006).
Correlational Analyses
As expected, correlational analyses indicated that LIIS scores were significantly,
but very weakly, correlated with outcome variables of psychological, social, and
occupational well-being, as well as ratings on the cause and solution scale, and the
MacArthur scale of subjective social class status (See Table2). Yet, ratings of life
functioning and level of competence were not related to LIIS scores as anticipated.
Additionally, many demographic variables were not significantly correlated (p >.05) with
outcome variables (Race/ethnicity, age, degree type, and number of multicultural training
courses), or the LIIS. However, LIIS scores were observed to be negatively correlated
with participant program year (r = -.272, p = <.001) and number of practicum hours (r = .244, p = .003). Significant negative correlations were also observed between
demographic variables and outcome variables, such as participant program year and
psychological well-being ratings (r = -.171, p = .039), number of practicum hours and
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occupational well-being ratings (r = .-171, p = .038), and most notably between gender
identity and rating on the TPRQ: Feelings-toward-the-client subscale (r = -.253, p =
.002). Finally, participant subjective social class status ratings were significantly and
positively correlated with ratings of occupational well-being (r = .184, p = .026), life
functioning (r = .284, p = <.001), and competence to treat the client r - .148, p = .042).
These significant relationships were identified as covariates to be held constant during
subsequent analyses.
Table 2: Correlations
1
1
2
3
4
5
6
7
8

2

3

4

- .199* .183* .217**
-

5
.081

6

7

8

.087 .335** .395**

9

10

.043

-.105

.164* -.272** -.244** .020

.065

.155

-.171*

-.101

.016

-.057

-.017

.112

.002

-.047

.092

-.140

.071

.184*

-.090

-.171* .019

-.154

.015 .284**

-.066

-.080

.111

.002

.430** .168*

.142

.046

.084

.066

-.134

-.137

.040

.033

-.099

-.083

.088

.306** -.008

.005

.044

-.030

.139

.058

.144

.573** .523** .580** .365** .360** .407** -.192*
-

.444** .517** .302** .413** .387**
-

.514** .287** .347** .318**
-

.313** .298** .338**
-

.304** .393**
-

.466** -.289** -.088
-

-.119

9

-

10

.119

-
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11

.079

12

13

14

11

-

12

.062
-

13

.040

.062

.671** .144
-

14

.102
-

Note: n = 147; 1 =LIIS, 2= Psychological Well-being, 3 = Social Well-being, 4 = Occupational
Well-being, 5 = Life Functioning, 6 = Competence, 7 = CSS Cause Scale, 8 = CSS Solution Scale, 9
= TPRQ Feelings Toward Client Scale, 10 = TPRQ Task of Counseling Scale, 11 = Subjective
Social Class, 12 = Program Year, 13 = Practicum Hours, 14 = Multicultural Courses; * significant at
the 0.05 level, ** significant at the .01 level

Multivariate Analyses
Overall, the vignette condition to which participants were randomly assigned
explained 23.6% of the variance between group ratings on relevant outcome variables.
Pillai’s Trace indicated a statistically significant main effect of [F(9, 137) = 4.69, p
<.001, ηp2 = .236]. Multivariate analysis of variance (MANOVA) procedures identified
significant between-group differences on eight of the nine outcome variables,
psychological well-being [F(1) = 22.92, p <.001, ηp2 = .137]; social well-being [F(1) =
12.07, p = .001, ηp2 = .077]; occupational well-being [F(1) = 31.01, p <.001,
ηp2 = .176]; life functioning [F(1) = 10.13, p = .002, ηp2 = .065]; competence to treat
[F(1) = 7.89, p = .006, ηp2 = .052]; CSS responsibility-for-cause subscale [F(1) = 13.54, p
<.001, ηp2 = .085]; CSS responsibility-for-solution subscale [F(1) = 6.64, p = .011,
ηp2 = .044]; TPRQ feelings toward client cluster [F(1) = 5.40, p = .021, ηp2 = .029] (See
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Table 3). Thus, presenting initial evidence that the groups differed significantly on
relevant outcome variables relative to their randomly assigned vignette condition.
Table 3: MANOVA Results
Source
Group

Dependent Variable

SS

df

𝑥𝑥̅

2

F

pvalue

ηp2

Psychological Well-being 6462.17 1 6462.17 22.92 <.001 .137
Social Well-being

3442.69 1 3442.69 12.07

.001

.077

Occupational Well-being 12192.72 1 12192.72 31.01 <.001 .176
Life Functioning

4079.40 1 4079.40 10.13

.002

.065

Competence

3569.07 1 3569.07 7.89

.006

.052

CSS Cause

5.36

1

5.36

13.54 <.001 .085

CSS Solution

3.99

1

3.99

6.64

.011

.044

TPRQ Client

1.45

1

1.45

5.40

.021

.036

TPRQ Tasks

.10

1

.103

.296

.587

.002

Note: n = 147; CSS Responsibility-for-cause subscale, CSS responsibility-for-solution subscale, TPRQ
Feelings Toward Client Subscale, TPRQ Task of Counseling Subscale

Analyses of between-group means on each significant variable indicated that
participants randomized to condition one (high SES client) provided superior ratings on
psychological (𝑥𝑥̅ = 52.30, σ = 17.62), social (𝑥𝑥̅ = 33.24, σ = 18.37), occupation wellbeing (𝑥𝑥̅ = 53.91, σ = 19.87), life functioning (𝑥𝑥̅ = 53.67, σ = 20.21), and degree of
competence to treat the respective client (𝑥𝑥̅ = 70.27, σ = 19.55) when compared to their
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counterparts who were randomized to condition two (Low SES client). Indeed, the
condition two vignette produced lower, or worse, mean scores overall on ratings of
psychological (𝑥𝑥̅ = 39.04, σ = 15.91), social (𝑥𝑥̅ = 23.56, σ = 15.27), occupational wellbeing (𝑥𝑥̅ = 35.70, σ = 19.77), life functioning (𝑥𝑥̅ = 43.13, σ = 19.91), and competence to
treat the respective client (𝑥𝑥̅ = 60.41, σ = 22.80; See Table 4). These results offer initial
evidence for the presence of significant between-group differences based on clinician
perception of their client’s SES. Statistically significant between-group mean differences
were supported with Bonferroni procedures. In order to protect against committing a
Type I error as a result of making multiple comparisons, Bonferroni-adjusted pairwise
comparisons are presented in Table 5.
Table 4: MANOVA Descriptive Statistics
Group
Psychological Well-being
Social Well-being
Occupational Well-being
Life Functioning
Competence
CSS Cause
CSS Solution

𝑥𝑥̅

Σ

High SES

52.30

17.62

Low SES

39.04

15.91

High SES

33.24

18.37

Low SES

23.56

15.27

High SES

53.91

19.87

Low SES

35.70

19.77

High SES

53.67

20.21

Low SES

43.13

19.91

High SES

70.27

19.55

Low SES

60.41

22.80

High SES

1.94

.651

Low SES

1.55

.607

High SES
Low SES

3.06
2.73

.726
.820
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TPRQ Client
TPRQ Tasks

High SES

3.26

.532

Low SES

3.45

.506

High SES

3.79

.589

Low SES

3.74

.590

Note: n = 147; Condition 1: High SES n = 73; Condition 2: Low SES n = 74; CSS Cause Subscale,
CSS Solution Subscale, TPRQ Feelings Toward Client Subscale, TPRQ Task of Counseling Subscale

Table 5: MANOVA Pairwise Comparisons
Outcome
Variable

(I) Group (J) Group

Psychological
Well-being

High SES Low SES

Social Wellbeing
Occupational
Well-being

𝑥𝑥̅ difference
(I-J)

σx̅

95% b
p-value.b LBCI UBCI

13.261*

2.77

<.001

7.786 18.735

High SES Low SES

9.679*

2.785

<.001

4.174 15.184

High SES Low SES

18.215*

3.271

<.001

11.751 24.679

Life Functioning High SES Low SES

10.536*

3.309

.002

3.995 17.077

Competence

High SES Low SES

9.855*

3.506

.006

2.925 16.785

CSS Cause

High SES Low SES

.382*

.104

<.001

.177

.587

CSS Solution

High SES Low SES

.330*

.128

.011

.077

.583

TPRQ Client

High SES Low SES

-.199*

.086

.021

-.369

-.030

Note: n = 147; Condition 1: High SES n = 73, Condition 2: Low SES n = 74; Results based on
estimated marginal means; * mean difference is significant at the .05 level; b Adjustment for multiple
comparisons: Bonferroni. CSS Cause Subscale, CSS Solution Subscale, TPRQ Feelings Toward Client
Subscale, TPRQ Task of Counseling Subscale
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Next, multivariate analysis of covariance (MANCOVA) procedures were
implemented to test between-group differences while controlling for the demographic
variables that were significantly correlated with important outcome variables. Pillai’s
Trace indicated significant effects based on the randomized group assignment [F(8, 134)
= 4.57, p <.001, ηp2 = .215]. Thus, between-group differences remained significant after
controlling for potentially confounding variable on all but one outcome measure,
psychological well-being [F(1) = 20.47, p = <.001, ηp2 = .127, d = .79]; social well-being
[F(1) = 11.72, p <.001, ηp2 = .077, d = .57]; occupational well-being [F(1) = 26.48, p =
<.001, ηp2 = .158, d = .91]; life functioning [F(1) = 8.07, p = .005, ηp2 = .054, d = .52];
CSS responsibility-for-cause subscale [F(1) = 11.59, p <.001, ηp2 = .076, d = .62]; CSS
responsibility-for-solution subscale [F(1) = 6.16, p = .014, ηp2 = .042, d = .42]; and
competence to treat [F(1) = 7.46, p = .007, ηp2 = .050, d = .46]. After controlling for
gender identification, the TPRQ feelings-toward-client subscale was no longer significant
[F(1) = 3.26, p = .073, ηp2 = .023]. These differences represented small-to-large effects
using Cohen’s criteria for classifying small (.10), medium (.30), and large (.50)
magnitude of effect (Cohen, 1988). MANCOVA results are presented in Table 6.
Table 6: MANCOVA Results

Source

Dependent Variable

SS
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df

𝑥𝑥̅ 2

F

p-value ηp2

Group
Psychological Well-being

5543.09 1 5543.09 20.47 <.001 .127

Social Well-being

3377.64 1 3377.64 11.72 <.001 .077

Occupational Well-being

10042.23 1 10042.23 26.48 <.001 .158

Life Functioning

3030.80 1 3030.80

8.07

.005

.054

Competence

3299.75 1 3299.75

7.46

.007

.050

CSS Cause

4.60

1

4.60

11.59 <.001 .076

CSS Solution

3.77

1

3.77

6.16

.014

.042

TPRQ Client

.859

1

.859

3.26

.073

.023

Note: TPRQ Client = Feelings Toward Client Subscale; CSS Cause = responsibility-for-cause subscale
CSS Solution = responsibility-for-solution subscale MANCOVA controlling for covariates (correlated
demographic variables): Program Year, Number of Practicum Hours, Subjective Social Status, Gender
Identity

Moderation Analyses
Next, simple moderation analyses were conducted utilizing bias-corrected
bootstrapping procedures to examine whether the association between vignette condition
and outcome variables was dependent upon beliefs about income inequality. Wright et al.
(2011) outline the pertinence of using bootstrapping procedures in experimental
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psychology and when comparing populations in which non-normality may contaminate
outcome scores on measures of constructs such as quality of life, and social functioning.
Moreover, measures of clinical constructs such as pathology and well-being may be
skewed in normal populations (Wright et al., 2011). Bootstrapping allows for the
estimation of means and confidence intervals with greater precision. The following
analyses utilize bias-corrected bootstrapping, generating 5,000 samples from the
observed data via simple sampling technique with 95% confidence intervals.
LIIS scores were examined as a potential moderator of the relationship between
vignette condition and ratings on outcome variables using Process v3.5 in SPSS (Hayes,
2018). The interaction between LIIS scores and vignette condition did not account for
significantly higher scores in psychological well-being ratings [ΔR2 = .0002, F(1, 143) =
.0268, p = .870]; social well-being ratings [ΔR2 = .0021, F(1, 143) = .3348, p = .563];
occupational well-being ratings [ΔR2 = .0148, F(1, 143) = 2.82, p = .094]; life
functioning ratings [ΔR2 = .0201, F(1, 143) = 3.180, p = .076]; or competence to treat
ratings [ΔR2 = .0114, F(1, 143) = 1.765, p = .186]. Similarly, the interaction between
LIIS scores and vignette condition did not account for significantly higher scores on
outcome measures, CSS: responsibility-for-cause subscale [ΔR2 = .0001, F(1, 143) =
.022, p = .881]; CSS: responsibility-for-solution subscale [ΔR2 = .0041, F(1, 143) =
.741, p = .390]; TPRQ: feelings-toward-client subscale [ΔR2 = .0152, F(1, 143) =
2.291, p = .132]; and the TPRQ: feelings-about-session subscale [ΔR2 = .0148, F(1, 143)

49

= 2.176, p = .142]. These results held when moderation analyses were conducted with the
inclusion of number of practicum hours, years of training as covariates, and subjective
social class status. Thus, LIIS scores did not moderate the relationship between vignette
condition and scores on any of the outcome variables.
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Chapter Four: Discussion, Limitations, and Implications
Discussion
The current study examined the effects of classist beliefs on clinician attitudes
toward their client based on perceived social-class status, and to determine whether
classist attitudes contribute to meaningful differences in clinical decision making. Results
showed statistically significant between-group differences on ratings of clinical
judgement based on manipulated indicators of a client’s social class. Even though both
vignette conditions included identical data regarding the client’s presenting concerns
(e.g., sleep disturbance, worry, rumination, loneliness), participants who were
randomized to a clinical vignette which included indicators of low SES, they rated their
client more severely on scales of psychological, social, occupational well-being, life
functioning, and rated themselves as feeling less competent to successfully treat the
client. Conversely, participants who were randomized to the clinical vignette which
included indicators of high SES were observed to provide superior ratings on the
outcome variables and expressed a greater sense of competence to treat the client.
Notably, those randomized to the low-SES vignette condition provided lower
ratings on a scale assessing the extent to which they viewed their client as being the cause
of her own problems, as well as bearing responsibility to solve her own problems. In
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other words, participants randomized to the low-SES condition provided worse outcome
ratings overall but did not blame the client for her problems. Unexpectedly, when
compared to participants in the low-SES condition, participants randomized to the highSES vignette provided better ratings on the outcome variables (e.g., psychological, social,
occupational well-being, life functioning), but also viewed the client as being the cause of
her problems and as being responsible to solve her own problems. These between-group
differences remained significant even after controlling for potentially confounding
covariates.
In support of Hypothesis 2, there was a statistically significant, albeit very weak,
positive relationship between beliefs about income inequality and several criterion
variables. Specifically, LIIS scores were positively correlated with ratings of the client’s
psychological, social, and occupational well-being. Additionally, LIIS scores were
observed to have a negative correlation with participant program year and number of
practicum hours. More practicum experience and years in a training program were
associated with less justification for income inequality.
Results did not provide evidence in support of Hypothesis 1 or Hypothesis 3.
There was a non-significant relationship between self-reported beliefs about income
inequality and attitudes toward a client perceived to be of lower SES. With regard to
Hypothesis 3, the association between vignette condition and clinical decision making did
not vary based on beliefs about income inequality. It is likely that moderation analyses
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did not reveal any meaningful interaction between LIIS scores and vignette condition due
to several factors. For instance, the power to detect a significant interaction effect may
have been limited by the study sample size and restricted range and variance of scores on
the LIIS measure (Frazier et al., 2004).
Additionally, while no meaningful relationship was observed between participant
responses and number of multicultural trainings/courses, graduate-level trainees may
have been primed to be more reflective and aware of classism and social class-based
implicit biases. It is encouraging and worth noting that trainees may be becoming
increasingly aware of systemic classism and the negative impact of classism, and these
results may reflect this increased awareness. Still, due to the face validity of the LIIS,
trainees with increased awareness of classism may have concealed beliefs about income
inequality, in turn endorsing more socially desirable responses. A comparison of LIIS
data collected from an initial validation study with the general population reveals higher
mean scores (i.e., endorsing more justification for income inequality) and greater
response variance (n = 283, 𝑥𝑥� = 3.66, σ = 1.04), when compared against those in the

current sample of graduate-level mental health trainees (n = 147, 𝑥𝑥� = 3.00, σ = .747),
regardless of their respective vignette condition. This comparison provides some

evidence of a restricted range in responses among the trainee sample and a general trend
of more favorable beliefs about income inequality compared to the general population.
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Extant literature also provides potential explanations for the results in this study.
First, significant differences between groups may be due to the power of social class
markers on clinical judgement. Thompson et al., (2019) used video vignettes that
included markers of low and high SES, and sexual orientation with a sample of licensed
mental health practitioners (e.g., psychologists, professional counselors, social workers; n
= 257). Participants were randomized to one of four vignette conditions (two lower class
clients and two upper class hypothetical clients). Study participants then completed
measures capturing their impressions of the hypothetical client’s anxiety, depression,
flourishing, job satisfaction, and other critical outcome metrics (Thompson et al., 2019).
Results showed that participants randomized to a client with markers of lower SES
provided more severe ratings on measures of depression, anxiety, work satisfaction,
lower levels of flourishing, and engaging in less meaningful work, when compared to
participants randomized to a client with markers of higher SES. As with the current
study, these results highlight how clinician perception of client social class status
influences their assessment of symptom severity and pathology.
Additionally, significant between-group differences could be due to trainee beliefs
that LIEM clients face more challenges that negatively impact their psychological, social,
occupational well-being and overall life functioning. While economic marginalization has
been associated with earlier onset, increased severity, and greater persistence of mental
health issues (Appio et al., 2013; Draine, 2013; Falconnier, 2009; Goodman et al., 2012),
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the current study provided identical clinical information regarding the client’s presenting
concerns across vignettes. In part, the observed differences may be an expression of
trainees extrapolating inferences, or making assumptions, about their client’s mental
health and life functioning based on what they learn during training and personal
experiences. In other words, the results provide evidence that trainees may tend to overpathologize clients whom they perceive to be LIEM.
Conversely, results from the current study may be evidence of graduate trainees
more easily identifying and empathizing with clients perceived to be from higher-SES
backgrounds than with those from lower-SES backgrounds. One explanation for this may
be what Lott (2002) referred to as cognitive distancing. Cognitive distancing is
considered to be an expression of classism in which individuals distance themselves from
those who they identify as poor by over-identifying and aligning with the upper class, so
as to create a sense of separation from oneself and the poor (2002). Moreover, given that
the clinical vignettes differed only in description of client SES, these results may align
with prior research highlighting a phenomenon of minimizing pathology among clients
perceived to be of higher SES (Garb, 1997). This phenomenon is consistent with the
current study’s findings in which competency scale ratings indicated that trainees in the
higher-SES condition felt more competent to treat the hypothetical client, when compared
to their counterparts.
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Indeed, data from the National Center for Education Statistics (NCES) highlights
the over-representation of individuals from higher-socioeconomic and upper-class
backgrounds in undergraduate and graduate programs in the U.S. (NCES, 2019). Thus,
the observed differences in competence ratings favoring the higher-SES client (see
Tables 4 and 5) may be an artifact of sampling graduate students, a population
historically representative of individuals from higher-SES backgrounds. This difference
may reflect an increased comfort and identification with the client in the higher-SES
vignette, and participants struggling to feel competent connecting and identifying with
the client in the lower-SES vignette. This is an important consideration to explore further,
as clinician competence, as perceived by the client and clinician self-report, has been
observed to impact treatment outcomes.
Therapist competence ratings have been observed to predict outcomes in the
treatment of anxiety disorders in naturalistic settings (Haug et al., 2016). Among clients
being treated for panic disorder, competence was positively associated with early gains in
the course of treatment and improved outcomes overall, suggesting initial therapist
competence is essential in optimizing outcomes (Haug et al., 2016). Furthermore, lower
therapist competence has been associated with higher rates of dropout among clients
being treated for social anxiety disorder (Brown et al., 2013). Additionally, while finding
no evidence of association with treatment outcomes, therapist perceived competence to
treat clients using evidence-based approaches has been observed to fluctuate based on
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client characteristics (Boswell et al., 2013). The current study provides evidence of
disparity in trainee competence ratings based on client characteristics of social class
status. Such disparity in competence may suggest that trainees feel less competent to
successfully treat using their clinical skill set or from their theoretical orientation based
on their perception of their client’s class status. This lack of competence may contribute
to perpetuating the under-representation of LIEM clients in therapy due to increased
dropout, as well as reinforcement of disparities in treatment outcomes (Falconnier, 2009).
Limitations
This study had several notable limitations. Data collection process occurred at the
peak of the COVID-19 pandemic, a potentially confounding historical factor. During this
period, graduate students were shifting from in-person learning to online learning, and
likely confronting much change to their life (e.g., stay-at-home orders, lockdowns, social
distancing). Early studies exploring the impact of COVID-19 on college student mental
health have highlighted increased rates of anxiety, fear, difficulty concentrating, decline
in academic performance, and loss of sleep (Son et al., 2020). Additionally, participants
in the study were completing clinical practicum and internships. While it is uncertain to
what extent participants’ clinical training was augmented due to the pandemic (e.g.,
switching to tele-therapy, in-person masked therapy, site closures), there is a growing
body of data indicating that the pandemic represented a mental health burden among
patient facing-healthcare workers and clinicians (Caldas et al., 2021; Ruiz & Gibson,
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2020). Thus, it is likely that the trainees in the current sample may have been cognitively
preoccupied and emotionally burdened with a global pandemic directly impacting their
personal and professional lives. Similarly, the Black Lives Matter movement and
mobilization of peaceful demonstrations nationwide in response to police murders of
George Floyd and Breonna Taylor, and the murder of Ahmaud Arbery may have
impacted participant recruitment and responses. Throughout the Spring and Summer of
2020, national attention was drawn to the ubiquitous nature of police brutality against
people of color, White supremacy, and anti-Blackness in the U.S. It is likely that student
attention was captivated by the events and calls to action, impacting their awareness of
social justice issues, and decrementing their interest in online survey requests. This
heightened awareness of social inequity may have contributed to the responses on the
LIIS, and even increased the potential for participants to have been more social-justiceoriented at the time of participation.
Another potential limitation was the lack of group equivalence following random
assignment to vignette condition on the gender identification variable. After controlling
for gender identification all of the critical outcome variables held as significant in all but
one case. When controlling for gender identification, the observed difference in ratings
on the TPRQ: feelings toward the client subscale were no longer significant. Thus, the
observation that trainees in condition one (higher-SES; 90% women) endorsed more
negative feelings toward the hypothetical client, was no longer meaningful after
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controlling for gender identification. Additionally, the cross-sectional nature of the study
captures trainees across the spectrum of training foci (e.g., MA/MS, PsyD/PhD,
Clinical/Counseling, Social Work). However, the majority of participants in the current
study are first- and second-year trainees (78%) and from MA/MS training programs
(68%). This is noteworthy, as the current study also provided some evidence that as years
in training and practice increased, justification of classist beliefs declined. Had more
advanced graduate-level trainees been represented in the current sample, results may be
more generalizable.
Another limitation to the study was the lack of measurement capturing sociallydesirable response patterns. Although the LIIS has been shown to not be strongly
associated with socially desirable responses in previous research (Coleman et al., in
press), it remains highly face valid. This may be especially poignant in a sample derived
from individuals in training programs that have stated values and missions expressing
social justice as a driving force of their training. Thus, potentially increasing sociallydesirable responses while thwarting the recording of biased responses. Without the
inclusion of a measure of social desirability, it is not possible to determine the degree to
which trainee participants answered in ways that may have been less genuine in order to
appear more pro-social. Similarly, a potential limitation in measurement may be the use
of novel items created to measure well-being, functioning, and competence. Since these
five items were created specifically for this study, no existing validity data was
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established prior to their use. Nevertheless, these items were observed to be reliable in the
present study (α = .80) and including them in future research would further support their
reliability. These limitations should be addressed in future studies aiming to answer
similar research questions.
Finally, the use of text vignettes to describe a case about which the participant
must reliably develop clinical opinions may be too challenging for some trainees.
Trainees with little practical experience may have struggled to perceive their hypothetical
client as a real person, suspending their disbelief enough to respond in a more therapeutic
or empathy-driven way. Also, it is possible that including collateral information about the
client’s relationship functioning, social support, and how she is viewed by others would
have produced different results.
Implications
Research
Future research capturing qualitative exit interviews from participants would
provide more support in interpreting the results, relative to why they responded to client
characteristics and markers of social-class status. Although the vignette conditions
included in the current study aimed to make the class characteristics apparent, it may be
that the participants were not at all considering or were not aware of their reactions to the
markers of SES in the vignettes. On the other hand, participants may have been focused
on the social-class marker in a way that resulted in under/over-pathologizing their client.
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For example, participants in condition two provided lower scores and reported feeling
less competent to treat the client, but they also did not attribute responsibility to the client
for causing or needing to solve their problems. Collecting qualitative information from
these participants would support understanding how their awareness of personal,
psychological, or systemic factors (e.g., managed care, lack of training, classism)
influenced their perception and impacted their decision making.
Moreover, there may be other stereotypes or beliefs activated as a result of
reading a detail-limited vignette that impact perception of the client. The client in both
vignettes was racially/ethnically ambiguous, and it may be of interest for future studies to
ask participants questions about assumptions they may have made about the hypothetical
client’s race/ethnicity (i.e., “What demographic information do you recall about the client
in the vignette?”). Along these lines, future research incorporating other measures of
implicit bias based on racial/ethnic, sexual, gender, ability status, age, as well as SES
may provide differences in clinical decision making from a more intersectional
perspective. For instance, considering a quasi-experimental design in which participants
are randomized to a text vignette where the client self-identified as a bisexual, Black
woman who was 63-years-old in one vignette, while another vignette remained
ambiguous, may offer insight into the intersectional nature of discrimination and
disparities in clinical decision making (e.g., diagnoses, course of treatment, medication
adherence). Including other measures of oppressive beliefs alongside the LIIS in future
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studies would highlight the relationship between class-based bias and other forms of
oppression (e.g. racism, sexism, heterosexism, ableism). Indeed, the LIIS has already
been observed to be strongly correlated with color-blind racial attitudes (see Coleman et
al., in press), and it is not unreasonable to anticipate relationships with more overt forms
of racial bias, as people of color continue to be overrepresented among those living in
poverty (Fontenot et al., 2018).
Another potential area for continued research concerns the current findings
relative to trainee diminished sense of competence when working with a client who they
perceive as being from a lower-SES. The prevailing aims in graduate-level training in
multicultural competence, as well as the APA’s LIEM task force calling for increased
attention to growing income inequality and issues of social class in graduate and clinical
training programs, are intended to improve curriculum to reduce disparities in research
and practice (American Psychological Association, 2018). To this end, the APA has
emphasized multicultural competencies relative to knowledge, skills, and awareness in
support of working with diverse client populations (Clauss-Ehlers et al., 2019; Sue et al.,
1982). Emerging from the multicultural competencies foundation, the Multicultural
Orientation (MCO) framework was developed to inform the psychotherapy process
(Davis et al., 2018; Hook et al., 2017; Owen et al., 2011; Owen, 2013; Owen et al.,
2016). The MCO framework consists of three components: cultural humility, cultural
opportunities, and cultural comfort (Owen, 2013). The overarching principle of the MCO
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framework, and departure from competency models, is the cultivation of cultural humility
rather than achieved competence or expertise. Review of numerous studies sampling
more than 6,000 clients has shown cultural humility to be positively associated with
strong alliance and better outcomes (Davis et al., 2018), with associations surpassing
clients’ ratings of therapist multicultural competencies (Hook et al, 2013; Mosher et al.,
2017). Indeed, future research concerning the incorporation of MCO components in the
process of psychotherapy with LIEM individuals is needed.
Practice
In support of practice, the results of the current study highlight how the LIIS may
be used in adjunct to clinical supervision, especially in settings that serve LIEM
populations and provide services from graduate-level practicum students. Tagler and
Cozzarelli (2013) have shown that feelings toward the poor (e.g., “My feelings toward
poor people are generally positive.”, “I have negative feelings toward poor people.”) and
beliefs about what causes poverty (i.e., structural vs. individual attributions) can predict
behaviors relative to helping LIEM individuals (e.g., volunteering, supporting welfare
policy). In their study, they demonstrated how affective-cognitive consistency predicted
help-giving behaviors. In other words, the salience of participant feelings and thoughts
about the poor predicted their willingness to help those living in poverty. Thus,
supervisors may be able to use the LIIS to conceptualize process and outcome disparities
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within a supervisee’s caseload, and in turn utilize supervision to focus on these beliefs,
advocating for health equity in service delivery through supervision.
Additionally, tailoring training policies to prevent mental health disparities would
align with the APA’s guidelines for psychological practice for LIEM communities and
individuals (American Psychological Association, 2019). Guidelines on training and
education provide aspirational aims of increased awareness of how class-based biases
impact the training and education provided to trainees and future psychologists
(American Psychological Association, 2019). Training programs are tasked with
addressing a longstanding lack of emphasis on social class issues and are called to foster
awareness throughout training concerning the contribution of class bias on observed
differences in outcome and clinical decision-making such as those observed in the present
study. Guidelines regarding practice with LIEM individuals draws attention to the
collective body of data across disciplines portraying LIEM status as a contributor to
health disparities. LIEM individuals and communities experience the worst effects of
upstream structural inequality, such as increased exposure to stressful living
environments (e.g., pollution, damaged infrastructure, crime, violence), reduced access to
healthcare (e.g., preventative programs, medications, specialty services) contributing to
downstream effects of reduced health literacy and poor health behaviors (American
Psychological Association, 2019).
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Implications for multicultural training curriculum of graduate training programs
are centered around the findings that LIIS scores were positively associated with more
severe mental health outcome ratings. As trainees endorsed more beliefs justifying
income inequality on the LIIS, so too did they provide more severe ratings on
psychological, occupational, and social well-being measures. Drawing attention to the
potential for these beliefs to impact perception of client problems based on social-class
status is essential. In consideration of the results of the current study, training programs
could use the LIIS early in training to identify trainees who may be at risk of overpathologizing LIEM clients in their caseload. Thus, offering training programs insight on
how to tailor their multicultural courses to emphasize the importance of self-reflection on
social-class issues and social-class consciousness (Liu, 2011). Helping trainees to
recognize and appreciate the burden of LIEM status, without jumping to conclusions
about the severity of pathology, can aim to reduce the stigma associated with LIEM
status and support engagement with mental health services. In so doing, training
programs could then use the LIIS to assess the efficacy of their curriculum adjustments
and assignments over time, by taking repeated LIIS measures of trainees as they
matriculate through the training program.
Policy/Advocacy
An area of advocacy through research would be to explore the potential
relationship between LIIS scores and pro-social behaviors (e.g., altruism, sociopolitical
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activism, engagement in social justice efforts) among psychologists and mental health
professionals and trainees. Even as it is well established in the literature concerning
correlates between psychological wellbeing, social class, and race/ethnicity, researchers
have stated “The common thread that runs through this literature suggests that social
class, race, and ethnicity as social categories are associated with differential outcomes in
relation to health, well-being, and social power.” (Pieterse et al., 2013, p. 379). The
importance of SES has long been overlooked in the literature, with growing attention in
the last 20 years, contributing to present day challenges in measuring the impact of
classism on psychological constructs (Diemer et al., 2013). Even as the body of research
continues to expand, and training programs aim to increase awareness of class inequity as
a mechanism for other forms of oppression, greater emphasis on activism is needed.
Within the field of counseling psychology in particular, the call to social action
has been long standing (Fox, 2003; Vera & Speight, 2003). In other words, research that
raises awareness of social justice issues, disparities, and health inequity is not enough.
Research that leads to action to address upstream systems that maintain these injustices is
crucial. Systems justification theory (Jost, 2017) posits that individuals unconsciously
defend, maintain, and justify class-based inequality in exchange for an increased sense of
certainty in the prevailing status quo. Often, this maintenance of the status quo comes at
the cost of the individual’s benefit and against their own self-interest (Jost, 2017). Put
differently, even the most well-intended and progressive individuals are at risk of
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justifying systemic injustice, to reduce uncertainty in their world. Understanding the
mechanisms by which mental health professionals and trainees legitimize and justify
inaction in the face of interlocking social forces that perpetuate injustice, or distancing
such issues as outside the realm of academia or the scope of clinical practice, is important
to support efforts to reduce mental health disparities and social injustice.
Structural applications of the current study may include encouraging training
programs to support trainee sense of competence, as well as cultural humility, when
providing services for LIEM clients. Some practical ways in which trainees and
professionals alike can remain engaged in their awareness raising, and take action to
change systems that perpetuate injustice, is to attend and provide training opportunities
that recognize the common challenges faced by LIEM individuals. With regard to
training new and continuing clinicians, advocating for greater exposure to models of
social-class identity development (see Liu, 2012 for review), and promotion of selfreflection on the ways in which providers, training programs, and researchers have been
socialized to conceptualize their own class status and membership to a social class
stratum is recommended. Systems in which psychologists and clinicians are trained and
practice must support the minimization of negative stereotypes and avoid
overgeneralizing the impact of social-class inequity on LIEM individuals, so as to avoid
over-pathologizing, while promoting the cultivation of cultural humility.
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Finally, the sample was largely comprised of White women (see Table 1) which
aligns with clinician representation in the field of mental healthcare. Indeed, data from
the U.S. Census Bureau’s American Community Survey indicated that approximately
73% of mental health counselors self-identify as women, and 62% as White (Data USA,
2021). The current sample embodies a similar representation of participants selfidentifying as White (69%) and women (84%). While the representation of White women
in the current study is slightly greater than the reported census bureau data, it still reflects
the lack of diversity in trainee and clinician demography. This lack of diverse
representation in the training and professional fields of mental healthcare, is likely a
meaningful contributor to systemic etiology of disparity in treatment outcomes. Training
programs and professional organizations alike, should focus efforts on recruiting and
retaining a broader range of self-identifying trainees and professionals as an essential
consideration.
Conclusion
The present study sought to increase awareness of disparities in clinical decision
making resulting from the perceived social-class status by presenting a hypothetical client
to mental health trainees using vignette case examples. Statistical analyses revealed
significant between-group differences due to participant randomization to a clinical
vignette which included a client presenting with identical symptoms and problems,
differing only by markers of either higher or lower social-class status. Results illustrated
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that participants who were presented with the lower-SES client offered more severe
ratings on measures of psychological, social, and occupational well-being, and life
functioning when compared to their counterparts in the high-SES group. Additionally,
participants in the low-SES condition also rated themselves as feeling less competent to
treat the hypothetical client. The results carry important implications relative to the
longstanding mental health disparities and higher rates of client-initiated termination
observed for LIEM individuals engaging in psychotherapy.

69

References
Acharya, A., Blackwell, M., & Sen, M. (2016). The political legacy of American slavery.
The Journal of Politics, 78 (3), 621-641. https://doi.org/10.1086/686631
Adler, N. E., Epel, E. S., Castellazzo, G., & Ickovics, J. R. (2000). Relationship of
subjective and objective social status with psychological and physiological
functioning: Preliminary data in healthy, White women. Health Psychology,
19(6), 586–592. https://doi.org/10.1037/0278-6133.19.6.586
American Counseling Association. (2015, July 1). Multicultural and Social Justice
Competencies. Counseling.org: https://www.counseling.org/docs/defaultsource/competencies/multicultural-and-social-justice-counselingcompetencies.pdf?sfvrsn=20
American Psychological Association. (2018, January 01). APA adopts new multicultural
guidelines. Monitor on Psychology:
https://www.apa.org/monitor/2018/01/multicultural-guidelines
American Psychological Association. (2018, March 1). The SES Indicator. APA.org:
https://www.apa.org/pi/ses/resources/indicator/2018/03/developing-guidelines
American Psychological Association. (2019). Guidelines for Psychological Practice for
People with Low-Income and Economic Marginalization. APA.org
www.apa.org/about/policy/guidelines-lowincome.pdf.
70

Appio, L., Chambers, D.-A., & Mao, S. (2013). Listening to the voices of the poor and
disrupting the silence about class issues in psychotherapy. Journal of Clinical
Psychology: In Session, 69(2) 152-161.
Aronson, H. (2006). Treating "the poor": Classism or a rigid loyalty to theory? American
Psychologist, 61(4)335-336.
Baldwin, S., & Imel, Z. E. (2013). Therapist effects: Findings and methods. In M. J.
Lambert, Bergin and Garfield's Handbook of Psychotherapy and Behavior
Change, 6th edition (pp. 258-297). Hoboken: Wiley.
Brickman, P., Rabinowitz, V. C., Karuza, J., Coates, D., Cohn, E., & Kidder, L. (1982).
Models of helping and coping. American Psychologist, 37(4), 368-384.
Brown, L. A., Craske, M. G., Glenn, D. E., Stein, M. B., Sullivan, G., Sherbourne, C...
Rose, D.R. (2013). CBT competence in novice therapists improves anxiety
outcome. Depression and Anxiety, 30(2), 97-115.
http://dx.doi.org/10.1002/da.22027.
Bullock, H. E. (1995). Class acts: Middle-class responses to the poor. In B. Lott, & D.
Maluso, The Social Psychology of Interpersonal Discrimination (pp. 118-159).
New York: Guilford Press.

71

Bullock, H. E. (2004). From the front lines of welfare reform: An analysis of social
worker and welfare recipient attitudes. Journal of Social Psychology, 144(6), 571588.
Bullock, H. E., & Lott, B. (2001). Building a research and advocacy agenda on issues of
economic injustice. Analyses of Social Issues in Public Policy, 1(1) 147-162.
doi:10.1111/1530-2415.00008
Bullock, H. E., Fraser Wyche, K., & Williams, W. R. (2001). Media images of the poor.
Journal of Social Issues, 57(2) 229-246.
Bullock, H. E., Williams, W. R., & Limbert, W. M. (2003). Predicting support for
welfare policies: The impact of attributions and beliefs about inequality. Journal
of Poverty, 7(3) 35-56. doi:10.1300/j134v07n03_03
Caldas, M. P., Ostermeier, K., & Cooper, D. (2021). When helping hurts: COVID-19
critical incident involvement and resource depletion in health care workers.
Journal of Applied Psychology, 106(1) 29-47.
Clauss-Ehlers, C. S., Chiriboga, D. A., Hunter, S. J., Roysircar, G., & Tummala-Narra, P.
(2019).
APA Multicultural Guidelines executive summary: Ecological approach to context,
identity, and intersectionality. American Psychologist, 74(2), 232–244.
https://doi.org/10.1037/amp0000382
72

Cohen, J. (1992). A power primer. Quantitative methods in psychology, 112(1) 155- 159.
Coleman, J.J., Garriott, P. O., & Kosmicki, M. (In Press) Construction and validation of
the Legitimizing Income Inequality Scale (LIIS). The Counseling Psychologist, In
Press
Crawford, I., Humfleet, G., Ribordy, S. C., Cho Ho, F., & Vickers, V. L. (1991).
Stigmatization of AIDS patients by mental health professionals. Professional
Psychology: Research and Practice, 22(5) 357-361.
Data USA. (2021, May 19). Data USA: Counselors. Datausa.io,
https://datausa.io/profile/soc/counselors#demographics
Davis, C. S., Cook, D. A., Jennings, R. L., & Heck, E. J. (1977). Differential client
attractiveness in a counseling analogue. Journal of Counseling Psychology, 24(6)
472-476.
Davis, D. E., DeBlaere, C., Owen, J., Hook, J. N., Rivera, D. P., Choe, E., . . . Placeres,
V. (2018). The multicultural orientation framework: A narrative review.
Psychotherapy, 55(1), 89-100.
DeCarlo Santiago, C., & Miranda, J. (2014). Progress in improving mental health
services for racial-ethnic minority groups: A ten year perspective. Psychiatric
Services, 65( 2) 180-185.

73

DeCarlo Santiago, C., Kaltman, S., & Miranda, J. (2013). Poverty and mental health:
How do low income adults and children fare in psychotherapy. Journal of
Clinical Psychology: In Session ,69(2), 115-126.
Diemer, M.A., Mistry, R.S., Wadsworth, M.E., Lopez, I., & Reimers, F. (2013). Best
practices in conceptualizing and measuring social class in psychological research.
Analyses of Social Issues and Public Policy, 13(1). 77-113.
https://doi.org/10.1111/asap.12001
Dovidio, J. F., & Fiske, S. T. (2012). Under the radar: How unexamined biases in
decision- making processes in clinical interactions can contribute to healthcare
disparities. American Journal of Public Health, 103(5) 945-952.
Draine, J. (2013). Mental health, mental illness, poverty, justice, and social justice.
American Journal of Psychiatric Rehabilitation, 16(2), 87-90.
Drinane, J., Owen, J., & Kopta, S. (2016). Racial/Ethnic disparities in psychotherapy:
Does the outcome matter? Testing, Psychometrics, and Methodology in Applied
Psychology, 23(4) 531-544.
Erdfelder, E., Faul, F., & Buchner, A. (1996). GPOWER: A general power analysis
program. Behavior Research Methods, Instruments & Computers, 28(1), 1-11.
doi:http://dx.doi.org/10.3758/BF03203630

74

Falconnier, L. (2009). Socioeconomic status in the treatment of depression. American
Journal of Orthopsychiatry, 79(2), 148-158.
Firth, N., Saxon, D., Stiles, W., & Barkham, M. (2019). Therapist and clinic effects in
psychotherapy: A three-level model of outcome variability. Journal of Consulting
and Clinical Psychology, 87(4), 345-356.
Fontenot, K., Semega, J., & Kollar, M. (2018). Income and Poverty in the United States:
2017, U.S. Census Bureau, Current Population Reports, 60-263. U.S.
Government Printing Office, Washington, DC
Fountoulakis, K. N. (2017). Employment insecurity, mental health and suicide.
Psychiatriki, 28(3), 259-264.
Fox, D. R. (2003). Awareness is good, but action is better. The Counseling Psychologist,
31(3), 299-304. DOI: 10.1177/0011000003252956
Frazier, P. A., Tix, A. P., & Barron, K. E. (2004). "Testing moderator and mediator
effects in counseling psychology research". Journal of Counseling Psychology,
51(2), 115- 134. https://doi.org/10.1037/0022-0167.51.1.115
Fritz, M. S., & MacKinnon, D. P. (2006). Required sample size to detect the mediated
effect. Psychological Science, 18(3) 233-239.

75

Garb, H. (1997). Race bias, social class bias, and gender bias in clinical judgment.
Clinical Psychology: Science and Practice, 4(2) 99–120.
http://dx.doi.org/10.1111/j.1468- 2850.1997.tb00104.x
Gilbert, D. L. (2018). The American class structure in an age of growing inequality:
Tenth edition. Thousand Oaks: SAGE.
Goodman, L. A., Pugach, M., Skolnik, A., & Smith, L. (2012). Poverty and mental health
practice: Within and beyond the 50-minute hour. Journal of Clinical Psychology:
In Session, 69(2) 182-190.
Hagan, T., & Donnison, J. (1999). Social power: Some implications for the theory and
practice of cognitive behavior therapy. Journal of Community & Applied Social
Psychology, 9(2) 119-135.
Haider, A. H., Sexton, J., Sriram, N., Cooper, L. A., Efron, D. T., Swoboda, S., . . .
Cornwell, E. E. (2011). Association of unconscious race and social class bias with
vignette-based clinical assessments by medical students. Journal of the American
Medical Association, 306(9), 942-951.
Hansen, H., Bourgeois, P., & Drucker, E. (2014). Pathologizing poverty: New forms of
diagnosis, disability, and structural stigma under welfare reform. Social Science &
Medicine, 103, 76-83. doi:10.1016/j.socscimed.2013.06.033

76

Hatcher, R. L., & Barends, A. W. (1996). Patient's view of the alliance in psychotherapy:
Exploratory factor analysis of three alliance measures. Journal of Consulting and
Clinical Psychology, 64(6) 1326-1336.
Haug, T., Nordgreen, T., Ost, L., Tangen, T., Kvale, G., Hovland, O. J., … , Havik, O. E.
(2016). Working alliance and competence as predictors of outcome in cognitive
behavioral therapy for social anxiety and panic disorder in adults. Behaviour
Research and Therapy, 77, 40-51.
Hayes, A. F. (2018). Introduction to mediation, moderation, and conditional process
analysis: A regression-based approach, second edition. New York: Guilford
Press.
Hayes, J. A., McAleavey, A. A., Castonguay, L. G., & Locke, B. D. (2016).
Psychotherapists' outcomes with white and racial/ethnic minority clients: First,
the good news. Journal of Counseling Psychology, 63(3) 261-268.
Hayes, J. A., Owen, J., & Bieschke, K. J. (2015). Therapist differences in symptom
change with racial/ethnic minority clients. Psychotherapy, 52(3) 308-314.
Hook, J. N., Davis, D. E., Owen, J., Worthington, E. L., & Utsey, S. O. (2013). Cultural
humility: Measuring openness to culturally diverse clients. Journal of Counseling
Psychology, 60(3) 353-366.

77

Hook, J. N., Davis, D., Owen, J., & DeBlaere, C. (2017). Cultural humility: Engaging
diverse identities in therapy. Washington D.C.: American Psychological
Association.
Hubble, M. A., Dincan, B. L., Miller, S. D., & Wampold, B. E. (2010). The heart and
soul of change. Washington D.C.: American Psychological Association.
IBM Corp. (2018). IBM SPSS Statistics for Windows, Version 26.0. Armonk, New York.
Imel, Z. E., Baldwin, S., Atkins, D. C., Owen, J., Baardseth, T., & Wampold, B. E.
(2011). Racial/ethnic disparities in therapist effectiveness: A conceptualization
and initial study of cultural competence. Journal of Counseling Psychology, 58(3)
290-298.
James, J. W., & Haley, W. E. (1995). Age and health bias in practicing clinical
psychologists. Psychology and Aging, 10(4), 610-616.
Jost, J., & van der Toorn, J. (2012). System justification theory. Handbook of Theories of
Social Psychology. London: Thousand Oaks, CA. SAGE Publications Inc.
https://doi.org/10.4135/9781446249222.n42
Karuza, J., Zevon, M. A., Gleason, T. A., Karuza, C. M., & Nash, L. (1990). Models of
helping and coping responsibility, attributions, and well-being in community
elderly and their helpers. Psychology and Aging, 5(2), 194-208.

78

Kim, D.-M., Wampold, B. E., & Bolt, D. M. (2006). Therapist effects in psychotherapy:
A random-effects modeling of the National Institute of Mental Health treatment
of depression collaborative research program data. Psychotherapy Research,
16(02), 161- 172.
Kluegel, J. R., & Smith, E. R. (1986). Beliefs about inequality: American's views of what
is and what ought to be. New York: Aldine de Gruyter.
Lavell, E. F. (2014). Beyond charity: Social class and classism in counseling. Canadian
Journal of Counseling and Psychotherapy, 48(3), 231-250.
Ledgerwood, A., Mandisodza, A. N., Jost, J. T., & Pohl, M. J. (2011). Working for the
system: Motivated defense of meritocratic beliefs. Social Cognition, 29(3), 322340. doi:http://dx.doi.org.du.idm.oclc.org/10.1521/soco.2011.29.3.322
Lillard, D. R., Burkhauser, R. V., Hahn, M. H., & Wilkins, R. (2015). Does early-life
income inequality predict self-reported health in later life? Evidence from the
United States. Social Science & Medicine, 128, 347-355.
Limbert, W. M., & Bullock, H. E. (2009). Framing U.S. redistributive policies: Tough
love for poor women and tax cuts for seniors. Analyses of Social Issues and
Public Policy, 9(1), 57-83.
Liu, W. M. (2011). Social class and classism within the helping professions. Thousand
Oaks: Sage.
79

Liu, W. M. (2013). Introduction to social class and classism in counseling psychology. In
W. M. Liu, The Oxford Handbook of Social Class in Counseling (pp. 1-31). New
York: Oxford University Press.
Liu, W. M., Pickett Jr., T., & Ivey, A. E. (2007). White middle-class privilege: Social
class bias and implications for training and practice. Journal of multicultural
counseling and development, 35(4) 194-206.
Liu, W. M., Soleck, G., Hopps, J., Dunston, K., & Pickett Jr, T. (2004). A new
framework to understand social class in counseling: The social class worldview
model and modern classism theory. Journal of Multicultural Counseling and
Development, 32(2) 95-122.
Lockard, A. J., Hayes, J. A., Graceffo, J. M., & Locke, B. D. (2013). Effective counseling
for racial/ethnic minority clients: Examining changes using a practice research
network. Journal of College Counseling, 16(3) 243-257.
Lorant, V., Deliege, D., Eaton, W., Robert, A., Pilippot, P., & Ansseau, M. (2003).
Socioeconomic inequalities in depression: A meta-analysis. American Journal of
Epidemiology, 157(2) 98-112.
Lott, B. (2002). Cognitive and behavioral distancing from the poor. American
Psychologist, 57(2), 100–110. https://doi.org/10.1037/0003-066X.57.2.100

80

Lott, B., & Bullock, H. E. (2007). Psychology and economic injustice: Personal,
professional, and political intersections. Washington D.C.: American
Psychological Association.
Macartney, S., Bishaw, A., & Fontenot, K. (2013, February). Poverty rates for selected
detailed race and Hispanic groups by state and place: 2007-2011: American
community survey briefs. Retrieved from United States Census Bureau: U.S.
Department of Commerce:
https://www2.census.gov/library/publications/2013/acs/acsbr11-17.pdf
McNamee, S. J. (2018). The meritocracy myth: Fourth edition. Lanham: Rowman &
Littlefield.
Mohr, J. J., Israel, T., & Sedlacek, W. E. (2001). Counselors' attitudes regarding
bisexuality as predictors of counselors' clinical responses: An analogue study of a
female bisexual client. Journal of Counseling Psychology, 48(2) 212-222.
Mosher, D. K., Hook, J. N., Captari, L. E., Davis, D. E., DeBlaere, C., & Owen, J.
(2017). Cultural humility: A therapeutic framework for engaging diverse clients.
Practice Innovations, 2(4), 221-233. doi:https://doi.org/10.1037/pri0000055
Nadeem, E., Lange, J. M., & Miranda, J. (2008). Mental health care preferences among
low- income and minority women. Archive of Women's Mental Health, 11(2), 93102.
81

National Center for Education Statistics. (2019). Young adult educational and
employment outcomes by family socioeconomic status. Washington D.C.: Institute
of Education Sciences.
Neville, H. A., Lilly, R. L., Duran, G., Lee, R. M., & Browne, L. (2000). Construction
and initial validation of the color-blind racial attitudes scale (CoBRAS). Journal
of Counseling Psychology, 47(1), 59-70. doi:10.1037//0022-0167.47.1.59
Oakes, J., & Rossi, P. H. (2003). The measurement of SES in health research: Current
practice and steps toward a new approach. Social Science & Medicine, 56(4), 769784.
Oswald, F. L., Mitchell, G., Blanton, H., & Jaccard, J. (2013). Predicting ethnic and
racial discrimination: A meta-analysis of IAT criterion studies. Journal of
Personality and Social Psychology, 105(2), 171-192.
Owen, J., Tao, K., Leach, M., & Rodolfa, E. (2011). Clients’ perceptions of their
psychotherapists’ multicultural orientation. Psychotherapy, 48(3), 274-282.
Owen, J. (2013). Early career perspectives on psychotherapy research and practice:
Psychotherapist effects, multicultural orientation, and couple interventions.
Psychotherapy, 50(4), 496-502.

82

Owen, J., Drinane, J., Tao, K. W., Adelson, J. L., Hook, J. N., Davis, D., & Fookune, N.
(2017). Racial/ethnic disparities in client unilateral termination: The role of
therapists' cultural comfort. Psychotherapy Research, 27(1), 102-111.
Owen, J., Tao, K. W., Drinane, J. M., Hook, J., Davis, D. E., & Kune, N. (2016). Client
perceptions of therapists' multicultural orientation: Cultural (missed) opportunities
and cultural humility. Professional Psychology: Research and Practice, 47(1), 3037.
Parent, M. (2013). Handling item-level missing data: Simpler is just as good. The
Counseling Psychologist, 41(4), 568-600.
Perez-Rojas, A. E., Bartholomew, T. T., Lockard, A. J., & Gonzalez, J. M. (2019).
Development and initial validation of the therapist cultural comfort scale. Journal
of Counseling Psychology, 66(5), 1-17. doi:http://dx.doi.org/10.1037/cou0000344
Pieterse, A. L., Chung, S., Khan, T., & Bissram, J. (2013). Social class and racial and
ethnic identity: Perspectives on the psychological impact of social stratification
and inequality. In W. M. Liu, The Oxford Handbook of Social Class in
Counseling (pp. 379-393). New York: Oxford University Press.
Pituch, K. A., & Stevens, J. P. (2016). Applied multivariate statistics for the social
sciences, 6th edition. New York: Routledge.

83

Putnam, R. D. (2015). Our kids: The American dream in crisis. New York: Simon &
Schuster.
Reece, R. L., & O'Connell, H. A. (2016). How the legacy of slavery and racial
composition shape public school enrollment in the American south. Race,
Education, and Early Childhood, 2(1), 42-57.
Rothman, R. A. (2005). Inequality and stratification: Race, class, and gender. Upper
Saddle River: Pearson/Prentice Hall.
Ruiz, M. A., & Gibson, C. A. (2020). Emotional impact of the COVID-19 pandemic on
U.S. health care workers: A gathering storm. Psychological Trauma: Theory,
Research, Practice, and Policy, 12(S1), S153-S155.
http://dx.doi.org/10.1037/tra0000851
Russell, G. M. (1996). Internalized classism: The role of class in the development of self.
In E.D. Rothblum, & M. Hill, Classism and Feminist Therapy: Counting Costs
(pp. 59-71). New York: The Hawthorne Press.
Slone, N. C., & Owen, J. (2015). Therapist alliance activity, therapist comfort, and
systemic alliance on individual psychotherapy outcome. Journal of
Psychotherapy Integration, 25(4), 275-288.
Smallwood, S. (2008). Saltwater Slavery: A middle passage from Africa to American
Diaspora. Cambridge: Harvard University Press.
84

Smith, L. (2005). Psychotherapy, classism, and the poor. American Psychologist, 60(7),
687-696.
Smith, L. (2008). Positioning classism within counseling psychology's social class
agenda. The Counseling Psychologist, 36(6), 895-924.
Son, C., Hegde, S., Smith, A., Wang, X., & Sasangohar, F. (2020). Effects of COVID-19
on college students’ mental health in the United States: Interview survey study.
Journal of Medical Internet Research, 22(9), e21279. https://doiorg.du.idm.oclc.org/10.2196/21279
Stone, C., Trisi, D., Sherman, A., & Taylor, R. (2019). A guide to statistics on historical
trends in income inequality. Washington D.C.: Center on Budget and Policy
Priorities.
Sue, D. W., Bernier, J. E., Durran, A., Feinberg, L., Pedersen, P., Smith, E. J., &
Vasquez- Nuttall, E. (1982). Position paper: Cross-cultural counseling
competencies. The Counseling Psychologist, 10(2), 45-52.
doi:http://dx.doi.org/10.1177/0011000082102008
Tagler, M. J., & Cozzarelli, C. (2013). Feelings toward the poor and beliefs about the
causes of poverty: The role of affective-cognitive consistency in help-giving, The
Journal of Psychology, 147(6), 517-539, doi:10.1080/00223980.2012.718721

85

Talavera, D. C., Paulus, D. J., Garza, M., Ochoa-Perez, M., Lemaire, C., Valdivieso, J., . .
.Zvolensky, M. J. (2017). Subjective social status and rumination in relation to
anxiety and depressive symptoms and psychopathology among economically
disadvantaged Latinos in primary care. American Journal of Orthopsychiatry,
88(2), 169-179.
Thompson, M. N., Cole, O. D., & Nitzarim, R. S. (2012). Recognizing social class in the
psychotherapy relationship: A grounded theory exploration of low-income clients.
Journal of Counseling Psychology, 59(2), 208-221.
Thompson, M., Diestelmann, J., Cole, O., Keller, A., & Minami, T. (2014). Influence of
social class perceptions on attributions among mental health practitioners.
Psychotherapy Research, 24(6), 640-650.
Thompson, M. N., Chin, M. Y., & Kring, M. (2019). Examining mental health
practitioners’ perceptions of clients based on social class and sexual orientation.
Psychotherapy, 56(2), 217-228.
Tryon, G. S. (1989). The therapist personal reaction questionnaire: A cluster analysis.
Measurement and Evaluation in Counseling Development, 21(4), 149-159.
Vera, E. M., & Speight, S. L. (2003). Multicultural competence, social justice, and
counseling psychology: Expanding our roles. The Counseling Psychologist, 31(3),
253-272.
86

Wagstaff, A. (2002). Poverty and health sector inequalities. Bulletin of the World Health
Organization, 80(2), 97-106.
Wright, D. B., London, K., and Field, A. P. (2011) Using bootstrap estimation and the
plug-in principle for clinical psychology data. Journal of Experimental
Psychopathology, 2(2), 252-270. DOI: 10.5127/jep.013611

87

Appendix A
Table 1: Participant Descriptive Data

Total (n = 147)
21-65 (𝑥𝑥̅ = 30.5,
σ = 10.23)
1%

Condition 1 (n =
73)
22-65 (𝑥𝑥̅ = 37.5, σ
= 13.75)
-

Condition 2 (n
=74)
21-55 (𝑥𝑥̅ = 31.5, σ
= 9.95)
1%

1%

-

1%

Man:

14%

10%

19%

Woman:
African
American/Black:
American
Indian/FirstNation:

84%

90%

78%

9%

14%

4%

1%

-

1%

Asian:

4%

1%

7%

Latinx:

10%

11%

8%

White/Caucasian:

69%

69%

70%

Multiracial:

8%

6%

10%

2-9, (𝑥𝑥̅ = 6.5, σ
= 1.63)

2-9, (𝑥𝑥̅ = 6.3, σ =
1.48)

2-9, (𝑥𝑥̅ = 5.7, σ =
1.76)

MA/MS:

68%

69%

68%

PhD:

20%

19%

22%

PsyD:

10%

10%

10%

Other:

2%

3%

1%

Program Year 1

44%

43%

46%

Program Year 2

34%

37%

31%

Program Year 3

10%

11%

8%

Program Year 4

4%

3%

5%

Age:
Agender:
Gender
Queer/Fluid:

Subjective Social
Class Status (110):
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Program Year 5

5%

4%

7%

Program Year 6

3%
0-5,000 (𝑥𝑥̅ =
373.49, σ =
702.41)

3%

3%
0-5,000 (𝑥𝑥̅ =
433.49, σ =
832.44)

Number of
Practicum Hours

0-3,500 (𝑥𝑥̅ =
312.36, σ = 538.84)

Note: Condition 1 = High SES client, Condition 2 = Low SES client
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Table 2: Correlations
1
1
2
3
4
5
6
7
8

2

3

4

- .199* .183* .217**
-

5

6

.081

.087

7

8

.335** .395**

9

10

.043

-.105

.164* -.272** -.244** .020

.065

.155

-.171*

-.101

.016

-.057

-.017

.112

.002

-.047

.092

-.140

.071

.184*

-.090

-.171*

.019

-.154

.015

.284**

-.066

-.080

.111

.430** .168*

.142

.046

.084

.066

-.134

-.137

.040

.033

-.099

-.083

.088

.306** -.008

.005

.044

-.030

.079

.139

.058

.144

-

.062

.040

.062

-

.671**

.144

-

.102

.573** .523** .580** .365** .360** .407** -.192*
-

.444** .517** .302** .413** .387**
-

.514** .287** .347** .318**
-

.313** .298** .338**
-

.304** .393**
-

.002

.466** -.289** -.088
-

9

-.119
-

10

.119

-

11
12
13
14

11

12

13

14

-

Note: n = 147; 1 =LIIS, 2= Psychological Well-being, 3 = Social Well-being, 4 = Occupational Wellbeing, 5 = Life Functioning, 6 = Competence, 7 = CSS Cause Scale, 8 = CSS Solution Scale, 9 =
TPRQ Feelings Toward Client Scale, 10 = TPRQ Task of Counseling Scale, 11 = Subjective Social
Class, 12 = Program Year, 13 = Practicum Hours, 14 = Multicultural Courses; * significant at the 0.05
level, ** significant at the .01 level
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Table 3: MANOVA Results
Source
Group

Dependent Variable

SS

df

𝑥𝑥̅

2

F

pvalue

ηp2

Psychological Well-being 6462.17 1 6462.17 22.92 <.001 .137
Social Well-being

3442.69 1 3442.69 12.07

.001

.077

Occupational Well-being 12192.72 1 12192.72 31.01 <.001 .176
Life Functioning

4079.40 1 4079.40 10.13

.002

.065

Competence

3569.07 1 3569.07 7.89

.006

.052

CSS Cause

5.36

1

5.36

13.54 <.001 .085

CSS Solution

3.99

1

3.99

6.64

.011

.044

TPRQ Client

1.45

1

1.45

5.40

.021

.036

TPRQ Tasks

.10

1

.103

.296

.587

.002

Note: n = 147; CSS responsibility-for-cause subscale, CSS responsibility-for-solution subscale, TPRQ
Feelings Toward Client Subscale, TPRQ Task of Counseling Subscale

91

Table 4: MANOVA Descriptive Statistics
Group

𝑥𝑥̅

σ

Psychological Wellbeing

High SES

52.30

17.62

Low SES

39.04

15.91

Social Well-being

High SES

33.24

18.37

Low SES

23.56

15.27

High SES

53.91

19.87

Low SES

35.70

19.77

High SES

53.67

20.21

Low SES

43.13

19.91

High SES

70.27

19.55

Low SES

60.41

22.80

High SES

1.94

.651

Low SES

1.55

.607

High SES

3.06

.726

Low SES

2.73

.820

High SES

3.26

.532

Low SES

3.45

.506

High SES

3.79

.589

Low SES

3.74

.590

Occupational Well-being
Life Functioning
Competence
CSS Cause
CSS Solution
TPRQ Client
TPRQ Tasks

Note: n = 147; Condition 1: High SES n = 73; Condition 2: Low SES n = 74; CSS Cause Subscale,
CSS Solution Subscale, TPRQ Feelings Toward Client Subscale, TPRQ Task of Counseling
Subscale
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Table 5: MANOVA Pairwise Comparisons
Outcome
Variable

(I)
Group

𝑥𝑥̅ difference
(J) Group
(I-J)

Psychological
Well-being

High
SES

Social Wellbeing

High
SES

Low SES

Occupational
Well-being

High
SES

Low SES

Life
Functioning

High
SES

Low SES

Competence

High
SES

Low SES

CSS Cause

High
SES

Low SES

CSS Solution

High
SES

Low SES

TPRQ Client

High
SES

Low SES

Low SES

95% b

σx̅

pvalue.b

LBCI UBCI

13.261*

2.77

<.001

7.786 18.735

9.679*

2.785

<.001

4.174 15.184

18.215*

3.271

<.001

11.751 24.679

10.536*

3.309

.002

3.995 17.077

9.855*

3.506

.006

2.925 16.785

.382*

.104

<.001

.177

.587

.330*

.128

.011

.077

.583

-.199*

.086

.021

-.369

-.030

Note: n = 147; Condition 1: High SES n = 73, Condition 2: Low SES n = 74; Results based on
estimated marginal means; * mean difference is significant at the .05 level; b Adjustment for
multiple comparisons: Bonferroni. CSS Cause Subscale, CSS Solution Subscale, TPRQ
Feelings Toward Client Subscale, TPRQ Task of Counseling Subscale
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Table 6: MANCOVA Results

Source
Group

Dependent Variable

SS

df

𝑥𝑥̅ 2

F

p-value ηp2

Psychological Well-being

5543.09 1 5543.09 20.47 <.001 .127

Social Well-being

3377.64 1 3377.64 11.72 <.001 .077

Occupational Well-being

10042.23 1 10042.23 26.48 <.001 .158

Life Functioning

3030.80 1 3030.80

8.07

.005

.054

Competence

3299.75 1 3299.75

7.46

.007

.050

CSS Cause

4.60

1

4.60

11.59 <.001 .076

CSS Solution

3.77

1

3.77

6.16

.014

.042

TPRQ Client

.859

1

.859

3.26

.073

.023

Note: TPRQ Client = Feelings Toward Client Subscale; CSS Cause = responsibility-for-cause
subscale CSS Solution = responsibility-for-solution subscale MANCOVA controlling for covariates
(correlated demographic variables): Program Year, Number of Practicum Hours, Subjective Social
Status, Gender Identity
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Appendix B
Demographic Questionnaire
1) Please enter your current age in years (e.g., 19, 21, 23,)
2) Choose one or more races that you consider yourself to be:
a.
b.
c.
d.
e.
f.
g.
h.
i.
j.

Alaskan Native
American Indian
African American/Black
Asian
Middle Eastern
Latinx/Hispanic
White/Caucasian
Polynesian
Multiracial
Other (please specify)

3) With which of the following responses do you most identify?
a. Agender
b. Androgyne
c. Demigender
d. Gender queer or gender fluid
e. Man
f. Questioning or unsure
g. Trans man
h. Trans woman
i. Woman
j. Prefer not to disclose
k. Other (please specify)
4) What is your program’s concentration (e.g., counseling psych, clinical psych,
social work, etc.)?
5) What degree are you currently pursuing?
6) What year are you in your training?
7) How many hours of practicum/clinical training do you estimate that you have so
far?
8) How many courses/training sessions have you had concerning multicultural
counseling or issues?
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Appendix C
Legitimizing Income Inequality Scale
For the following questions, please choose the answer that best represents your response.
Factor 1: Economic Meritocracy Beliefs
1. Generally, people receive recognition that is equal to the amount of effort
they put into improving their lives.
2. People who are poor have enough government-funded resources available to
them if they choose to utilize them.
3. Social welfare programs do an adequate job of providing support to those in
need.
4. In general, capitalism allows everyone a chance to become successful.
5. I believe that the American Dream gives everyone an equal opportunity.
6. In general, I think that hard work will eventually pay off.
7. Although there is some inequality in our society, most people can overcome
these differences if they work hard enough.
Factor 2: Economic Fatalism
8. It is not possible for everyone to be financially successful.
9. It is not possible for everyone to be financially stable.
10. * In our economy, in order for there to be winners, there have to be losers.
Factor 3: Social Welfare Beliefs
11. Social welfare programs can unintentionally prevent people from solving
their own problems.
12. Relying on welfare programs prevents people from being more successful.
13. Social welfare programs can actually keep people trapped in poverty.
14. Social welfare programs tend to be abused.
15. I think people receiving social welfare should be drug tested.
Note: * Higher scores on Item 10 correspond with stronger beliefs in economic fatalism and
should be taken into consideration when interpreting scores of this subscale
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Appendix D
Class-Manipulated Clinical Vignettes
Vignette 1: Naomi is a 36-year-old woman who lives in a one-bedroom condominium in
a major metropolitan area. For the last ten years Naomi has worked as an attorney,
aiming to climb the ranks of the firms for which she has been working. However, she has
been out of work for the last six months after the firm she previously worked for merged
with another firm and she was let go. While unemployed, Naomi was able to live
comfortably off money she had saved and some returns on investments she made a few
years ago. Recently, after a long job search, Naomi was hired to work for a new law firm
with potential to rise in the organization. Naomi reports spending about 60 hours per
week at work, not including her commute. Her bicycle is her preferred mode of
transportation. She enjoys biking, and bikes 10 miles to and from work, adding two hours
to her already 12-hour-long workday. She plans to bike to work until she saves enough
money to buy an electric vehicle. Naomi is eager to advance in the company, yet she
reports being worried that she will quickly grow tired of such long hours stating,
“Sometimes it feels as though no matter how hard I work, I can’t get ahead”. She says
that she is comforted by words her parents often told her when she was growing up, that
“hard work and commitment will always payoff.”
Presenting Concern: Lately, Naomi has been struggling to sleep well, and complains that
she has been experiencing lots of worry about her job, her finances, and how it all might
impact her ability to sustain her current lifestyle. She believes that her sleep disturbance
is partially due to getting used to a new sleep number mattress, but she also endorses
persistent rumination about shortcomings and a sense of isolation that keeps her awake.
During the day she has trouble concentrating and staying on task at work. She states
during an intake interview, “I just feel like there is so much that I have to take care of at
home, as well as at work. On top of all that, I rarely get to socialize with friends and
family because I am working so much. Sometimes I even talk to myself, and it makes me
feel even more isolated.”
Vignette 2: Naomi is a 36-year-old woman who lives in a trailer-home community just
outside of a major metropolitan area. Naomi has been out of work for the last six months
after her previous employer went out of business. While out of work she was living off of
unemployment and food assistance benefits. However, three weeks ago after a long job
search, Naomi was hired to work for a grocery store as a cashier and inventory clerk
stocking the shelves at night. Naomi reports spending about 60 hours per week at work,
97

not including her commute. She commutes to work using a bicycle that she borrowed
from a neighbor. Bicycling is currently her only mode of transportation. She bikes 10
miles to and from work, adding two hours to her already 12-hour-long workday. She
plans to bike to work until she saves enough money to afford a reliable used vehicle.
Naomi is hopeful to keep her job, she reports being worried that she will quickly grow
tired of such long hours stating, “Sometimes it feels as though no matter how hard I
work, I can’t get ahead”. She says that she is comforted by words her parents often told
her when she was growing up, that “hard work and commitment will always payoff.”
Presenting Concern: Lately, Naomi has been struggling to sleep well, and complains that
she has been experiencing lots of worry about her job, her finances, and how it all might
impact her ability to sustain her current living situation. She believes that her sleep
disturbance is partially due to sleeping on an old mattress, but she also endorses
persistent rumination about shortcomings and sense of isolation that keeps her awake.
During the day she has trouble concentrating and staying on task at work. She states
during an intake interview, “I just feel like there is so much that I have to take care of at
home, as well as at work. On top of all that, I rarely get to socialize with friends and
family, because I spend so much of my time just trying to make ends meet. Sometimes I
even talk to myself, and it makes me feel even more isolated.”

98

Appendix E
Well-being, Functioning, and Competence Scale
For the following question, please move the slider to correspond with how you would
rate Naomi's well-being in the following domains:
1)

On a scale of 0-100 (0 = extremely poor, and 100 = Excellent) please rate Naomi's
Psychological Well-being.

2)

On a scale of 0-100 (0 = extremely poor, and 100 = Excellent) please rate Naomi's
Social Well-being.

3)

On a scale of 0-100 (0 = extremely poor, and 100 = Excellent) please rate Naomi's
Occupational Well-being.

4)

On a scale of 0-100 (0 = extremely poor, and 100 = Excellent) please rate Naomi's
Life Functioning.

5)

On a scale of 0-100 (0 = not at all competent, and 100 = totally competent) please
indicate how competent you feel to successfully help Naomi with her presenting
concerns.
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Appendix F
(*Modified) Therapist Personal Reaction Questionnaire
Not all counselors like every one of their clients. It is okay to rate clients negatively in
this survey. For the following items, please choose the response that is most accurate to
you.
1.
2.
3.
4.
5.
6.
7.
8.
9.

I would like this client more than most.
I would have a warmer, friendlier reaction to this client than to others I have seen.
I would seldom be in doubt about what the client was trying to say.
In general, I couldn’t ask for a better client.
I would usually find significant things to respond to in what the client said.
I would feel pretty ineffective with this client.
I would do a pretty competent job with this client.
I would disagree with this client about some basic matters.
I think this client would try harder to solve her problems than most others I’ve
seen.
10. It would be hard to know how to respond to this client in a helpful way.
11. It would be easier for me to see exactly how this client would feel in the situations
she describes than it is with other clients.
12. I am likely to feel more confident that this client will work out her problems than
I have been with others.
13. In comparison with other clients, I would find it hard to get involved with this
client’s problems.
14. I would like to be able to feel more warmth toward this client than I imagine I
would.
15. Sometimes I would resent this client’s attitude.

Cluster 1 (items:1-4, 8, 9, 11, 12)
Cluster 2 (items: 3, 5, 6, 7, 10, 13-15)
Note: * Items changed from past tense to present or future tense

100

Appendix G
(*Modified) Cause and Solution Scale
For the following items, please select the option that you feel most accurately reflects
your response.
1. To what extent do you feel this client is personally responsible for the cause of
her problems?
2. To what extent do you feel that she could have avoided the problems that she has?
3. To what extent do you feel that this client could have controlled the cause of her
problems?
4. To what extent do you feel that this client is personally responsible for creating a
solution to her problems?
5. To what extent do you feel that this client can overcome her problems by herself?
6. To what extent do you feel that this client can control the solution to her
problems?
Factor 1 (items 1-3)
Factor 2 (items 4-6)
Note: * Pronouns were changed to align with the pronouns used in the ClassManipulated Clinical Vignettes
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Appendix H

Think of the ladder above as representing where people stand in the United States.
Imagine that the people at the very top of the ladder (10) are the best off in society. They
have the best jobs, the most money, and the highest education. At the bottom (1) are
people who are the worst off. They have the least money, little or no education, no jobs or
jobs that nobody else wants or respects.
Please indicate by choosing a number next to one of the rungs of the ladder, where you
think you would be on this ladder.
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